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Abstract 
The thesis aimed to explore how various social groups perceived mild traumatic 
brain injury (mTBI) in the British military. A literature review on brain provided 
insights on what constituted mTBI and the key issues arising from mTBI. Social 
representations theory was the overarching framework of inquiry. The thesis consists 
of four empirical studies. Three types of data - an official report on mTBI in the 
British military, a sample of the British public’s perception of the injury and a former 
British service personnel’s experience of the injury were subjected to analysis. A 
pluralistic approach was employed. The first type of data was subjected to two 
different types of analysis: a preliminary investigation and a deconstruction. In the 
first study discourse analysis was employed. Authors of the project report 
constructed mTBI as a phenomenon with a fair amount of uncertainty.  Care plans 
for those with mTBI were constructed as already in place and of superior standards 
to their American counterpart. In the second study the researcher employed critical 
discourse analysis to deconstruct how the report’s authors framed the uncertain 
aspects of the injury in the first study to work up certainty about the controversial 
aspects of mTBI by discrediting the labelling of mTBI and marginalizing those 
presenting persistent symptoms. In the third study thematic analysis was employed. 
The general public constructed mTBI as having varied causes with a spectrum of 
symptoms and consequences besides being an occupational hazard the government 
should deal with. In the fourth study interpretative phenomenological analysis was 
employed. The former serviceman felt divorced from the military post injury. 
Despite not having his difficulties acknowledged by the military, he coped with the 
changes brought on by the injury positively framing his experiences. Throughout the 
empirical studies mTBI was represented as an uncertain phenomenon with many 
facets.     
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Chapter 1.  Introduction and Overview 
 
1.1. Perceptions and social representations theory  
 
Throughout history how mankind perceives their surroundings has been 
explored. Beginning with the early records of civilization right up to the current 
discussions on combating global terrorism, our understanding of issues has been 
based on the facts presented to us and our experience of these facts (Wartofsky, 
1979).  Our perception of a topic or issue serves as an indicator or stand on the topic/ 
issue. However, our perception is formed through a series of processes: social 
interactions, our own experience, taking a stand and changing that stand in the face 
of new information. Without these processes we are unable to derive at conclusions 
on our stand on an issue. Our social interaction with others is the epicentre which 
informs our understanding (Conrad & Barker, 2010; Gergen & Gergen, 1991). 
Besides one’s own individual account or experience of an issue, people tend to 
include others’ perspectives before making their own decisions on an issue. For a 
perception to take shape further one needs to go beyond how issues are constructed, 
looking at both sides of an issue and how one side carries more weight with those 
discussing the issue (van Dijk, 1998). During the forming of perceptions and even 
after, when faced with new information people tend to engage in reevaluating their 
existing thoughts and understandings of an issue (Callinicos, 2008). Old and new 
information are processed based on the person’s own experiences and actions 
towards an issue.  
In the thesis, social representations theory is considered as a way to explore 
perceptions on a phenomenon. Social representations theory looks at how a person 
makes sense of a phenomenon (Moscovici, 1984). The phenomenon being explored 
here is mild traumatic brain injury amongst British service personnel. The researcher 
attempts to explore how social groups perceive mild traumatic brain injury (mTBI) in 
the British military on various levels: official texts, public perceptions and a former 
service personnel’s own experience with mTBI. To achieve this purpose, the 
researcher embraces social representations theory as the overarching framework of 
the thesis to examine how various social groups perceive mTBI. Social 
representations theory explores how individuals/ groups react to events or situations 
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and their responses to external information on the events (Moscovici, 1984).  In 
social representations theory an unfamiliar concept is represented in such a way as to 
render it familiar to the person reading or hearing about it (Moscovici, 1984; 2000).  
How this is done is through the attaching of labels, placing the phenomenon in 
distinct categories and through language use. For example, when rendering a 
phenomenon familiar, labels are attached to the phenomenon. These labels are either 
negative or positive and they serve to either render the phenomenon familiar or 
unfamiliar, depending on the nature of the phenomenon. In addition to this, the 
features that distinguish the phenomenon as well as those that are familiar to other 
phenomena are emphasized so as to position the phenomenon as either a cause for 
concern or a situation under control (Moscovici, 1984; 2000). Besides the features, 
the language associated with the phenomenon in question, mild traumatic brain 
injury in this case, is made familiar by removing the medical jargon and replacing it 
with familiar terms the layperson comprehends. As a first step to exploring 
representations of traumatic brain injury, more specifically mild traumatic brain 
injury, the next section offers some facts and figures as well as a brief look at 
definitions of mild traumatic brain injury in the civilian and military populations. 
Representations of mTBI typically contain quantification rhetoric stating the number 
of incidences of people sustaining the injury and the next section explores this 
briefly.   
 
1.2. Mild Traumatic Brain Injury: Some Facts and Figures 
 
Mild traumatic brain injury (mTBI) comes under the wider umbrella of brain 
injury and is occasionally referred to as brain injury, traumatic brain injury, open 
head injury, closed head injury and head injury (Haydel, Preston, Mills, Luber, 
Blaudeau, & DeBlieux, 2000; Green, Rohling, Lees – Haley & Allen III, 2001; 
Morton &Wehman, 1995; Schretlen & Shapiro, 2003; Warden, 2006; William, 
Levins & Eisenberg, 1990). Amongst the civilian population about 1.7 million 
people in the United States suffer from TBI every year with more than three quarters 
of them being diagnosed with mTBI (Bazarian et al. 2005). In the United Kingdom, 
about 213000 people were admitted to the hospital with TBI between 2011 and 2012 
(Headway: The Brain Injury Association, 2012). In the military context, researchers 
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approximate that more than 300000 service personnel in the United States have 
sustained mTBI during tours of duty in Iraq and Afghanistan (Hoge, Goldberg & 
Castro, 2009). In the United Kingdom, there are no official reports on the number of 
British service personnel who sustained incidents of mTBI during tours of duty in 
Iraq and Afghanistan (Fear et al. 2009).  
 
Given that the British and American military were in the same war, the lack 
of official numbers of British service personnel sustaining mTBI leads the researcher 
to ponder over what is known of mTBI, its symptoms and effects in the British 
military. The researcher seeks answers to these questions by looking at existing 
documentation on mild traumatic brain injury amongst British service personnel to 
determine how the injury is perceived in official circles. The researcher also explores 
how members of the public and British service personnel with the injury perceive the 
injury and the war that served as a catalyst for these injuries: the war on terror.  
 
In conclusion, the number of British service personnel who sustained mTBI 
while on war on terror operations in Iraq and/or Afghanistan is unknown. This raises 
questions as to the nature of mTBI, its impact, health care provision for veterans and 
the war on terror. The next section provides an overview of the research to be 
discussed in subsequent chapters of the thesis.  
 
1.3. Overview of the Research 
 
The large number of people sustaining the injury in the American military 
context raises questions as to the incidence of these injuries in the British military, 
the nature of  mTBI, its effects, the long term consequences (if any) of this injury and 
what is being done in terms of healthcare provision for veterans who sustained 
mTBI. The researcher ponders the official stance on mild traumatic brain injury and 
what members of the public and British service personnel (with the injury) make of 
the injury, veteran health care provision and the war on terror.  
 
The first two empirical chapters in the thesis focus on these questions looking 
at how project team members commissioned by the Surgeon- General of the United 
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Kingdom’s Ministry of Defences’ Defence Medical Service’s construct mTBI. 
Besides the official stance on the injury in the British military context, the third and 
fourth empirical chapters in the thesis explores how some members of the public and 
service personnel (in this case a former serviceman since there were difficulties 
encountered in recruiting active service personnel) with the injury perceive mild 
traumatic brain injury in the British military. The perceptions of each social group 
represent how people within these groups make sense of and understand mild 
traumatic brain injury in the British military. However the views expressed by the 
participants cannot be taken as the only opinions by people in these social groups. 
The researcher recognises that other members of these groups who have yet to be 
interviewed may provide different perceptions. In each empirical chapter of the 
thesis, different perceptions of mild traumatic brain injury are constructed by the 
members of the groups and these views are either negated or embraced to varying 
degrees by other members of the same group/ other groups. References are made to 
the impact of the injury and what it represents (personal, social, health and financial 
cost to the nation). Each group’s individual or group perception of the injury sheds 
light as to how the injury is perceived. This is important as it puts forth 
representations of the official view on the phenomenon, how members of the public 
and a former serviceman with the injury perceive the injury as well as suggestions 
they may have that could possibly inform and shape future policies on veteran 
healthcare or at least provide direction for future research to undertake an in depth 
exploration on veteran healthcare for service personnel (past and present) with 
mTBI. 
 
In summary, the subsequent empirical chapters in the thesis explore what 
mild traumatic brain injury is and how it is perceived across various social groups. 
The diverse constructions of perceptions of mild traumatic brain injury within and 
between each group provide a patchwork of representations depicting how mild 
traumatic brain injury amongst British service personnel is perceived.  
 
The next chapter in the thesis (chapter 2) is a review of the literature on 
traumatic brain injury. The review explores confounding terms in defining traumatic 
brain injury, categorizes the different types of traumatic brain injury and reviews 
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different aspects of brain injury while narrowing its focus to mild traumatic brain 
injury in the military - the focal point of the thesis. The review ends with a 
presentation of research questions informed by the literature on brain injury. 
 
The thesis’ third chapter is the first of four empirical chapters. It explores 
how project team members commissioned by the United Kingdom’s Ministry of 
Defence’s Defence Medical Services’ Surgeon – General construct mild traumatic 
brain injury amongst British service personnel. While this chapter explores what 
discourse are invoked in the constructions the subsequent fourth chapter on the same 
data set offers a critical discourse analysis of the documents, looking at what the 
project team members legitimate (what they lend credence to) and marginalize (what 
they sideline). 
 
The fifth chapter offers perceptions of the injury by some members of the 
public who had participated in the study. It explores the extent of their knowledge of 
the injury amongst British service personnel and their views on firstly, the provision 
of healthcare to veterans of the war on terror and secondly, on Britain’s involvement 
in the war on terror.  
 
The last empirical chapter in the thesis, chapter six, explores the experience 
of a former serviceman with mild traumatic brain injury. It looks at what the injury 
means to him and how the injury impacted (if at all) his decision to leave the 
military. 
 
Finally, chapter seven offers a discussion of the empirical chapters in the 
thesis, a final reflection on the thesis and suggestion of directions for future research.  
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Chapter 2.  A Review of the Literature on Traumatic Brain Injury 
 
2.1. What is mTBI? 
 
Before embarking on an exploration of how different social groups in the 
United Kingdom perceive mild traumatic brain injury in the military, the researcher 
examines what mTBI is beginning with its history, the causes of mTBI and its 
symptoms. The researcher then discusses the diagnosis and consequences of mTBI 
before proceeding to discuss the management of mTBI. Next the researcher ponders 
on the key issues arising from mTBI before focusing on mTBI in the military 
context. In the later part of the chapter the researcher looks at the theoretical 
framework and epistemological position of the thesis. The chapter concludes with the 
research aims for the thesis.  
 
2.1.1.        History  
 
Brain injury is not a newcomer to the medical scene. Researchers have been 
exploring traumatic brain injury (TBI) for more than two decades (Perlesz, Kinsella, 
& Crowe, 1999; Worthington, Matthews, Melia & Oddy, 2006)). There are three 
types of traumatic brain injury (TBI): mild, moderate and severe (Uomoto & 
Esselman, 1993). A number of researchers use the terms head injury interchangeably 
with brain injury (Cassidy et al., 2004; Haydel et al. 2000; William, Levin and 
Eisenberg’s research, 1990).  Levin, Benton and Grossmann (1982) suggest that 
research on head injury and head trauma go back further than just a few decades. 
They trace records of knowledge of head injury to ancient times - to the Greek and 
Egyptian ancient civilizations where head trauma resulting in disability and memory 
loss was recorded (Levin, Benton & Grossmann, 1982). Other records of closed head 
injuries and surgical procedures to alleviate the effects of head injuries date back to 
the thirteenth century (Chua, Ng, Yap & Bok, 2007; Levin, Benton & Grossmann, 
1982).   
 
Every year about 1.5 - 1.7 million American civilians sustain TBI which did 
not require them to be institutionalized (Bazarian eta al., 2005; Sosin, Sniezek 
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&Thurman, 1996). Of these about 85% are diagnosed as mTBI (Bazarian eta al., 
2005; Sosin, Sniezek &Thurman, 1996). In the United Kingdom, about 213000 
people were admitted to the hospital with TBI between 2011 and 2012 (Headway: 
The Brain Injury Association, 2012). Teenagers, young adults, mostly males and 
those with low income who tended to reside by themselves are most at risk of 
sustaining a brain injury (Carroll et al., 2004c; Langlois, Rutland-Brown & Wald 
2006; Sosin, Sniezek &Thurman, 1996). Furthermore, majority of those who sustain 
mTBI are young adults below twenty- five years of age (Morton & Wehman, 1995). 
Given the large number of people who sustain mTBI every year, questions arise as to 
how they sustain the injury. 
 
2.1.2. Causes of mTBI 
  
In a civilian context, falls are accountable for most incidents of mTBI and 
motor accidents and bicycle injuries accounted for most of the remaining incidences 
of mTBI (Peloso, von Holst & Borg, 2004). In addition to this, mTBI is also caused 
by sports injuries in high impact sports such as rugby, American football, soccer, ice 
hockey and boxing (Cassidy et al., 2004). Another cause of MTBI is incidents of 
assault (Rosenthal & Ricker, 2000). Beginning with what happens as a result of a 
fall/ sports injury, the researcher explores how falls, motor accidents, high impact 
sports and assaults can lead to mTBI.  
   
MTBI is caused by head trauma, head injury and concussion (Gerring et al., 
1998; Tate, Lulham, Broe, Strettles, & Pfaff, 1989).  Most researchers associate head 
trauma with head injury as head trauma is essentially a blow or external impact to the 
head (Jennett, 1998). As a consequence of a fall, sports/ motor injury or assault a 
person sustains an injury to the head (head injury). There are two types of head 
injury: closed and open head injury (Gerring et al., 1998).  Traumatic brain injury (of 
which mTBI is a part) is an extension of head injury in that trauma to the head causes 
an injury to the brain which may or may not result in a fracture (Buck et al. 2012; 
Kraus & McArthur, 2006). Therefore mTBI may be caused by a closed head injury 
wherein the brain is not penetrated by an external object or by an open head injury 
8 
 
wherein a foreign object enters the peripheral of the brain (Gerring et al., 1998). 
Depending on whether the injury is closed or open, the extent of the impact of the 
injury varies (Kushner, 1998; Tate, Lulham, Broe, Strettles, & Pfaff, 1989; Warden, 
2006). Another cause of mTBI is straight blow(s) to the head and/or neck or a blow 
to another part of the body (which functions may be linked to the head) resulting in a 
concussion (McCrory et al., 2009). Moreover, concussion is synonymously used in 
the literature to describe mild traumatic brain injury (mTBI) (Buck, Laster, Sagrati & 
Kirzner, 2012; Orman, Kraus, Zaloshnja and Miller, 2011).  
 
In conclusion, brain injury more specifically mTBI is caused by a blow to the 
head resulting in trauma; blow to another part of the body which has functions that 
are linked to the head (Cassidy et al., 2004). The injury may or may not have 
penetrated the brain. What happens after sustaining a brain injury is important as it 
sheds light on the immediate/ delayed effect of the injury. 
 
2.1.3. Symptoms of mTBI 
 
The injury causes an altered mental state resulting in the presentation of a 
number of symptoms (McCrea et al., 2008). The symptoms are: problems with vision 
(blurring), becoming sensitive to light and/ or noise, experiencing headaches, feeling 
nauseous, vomiting, neck and /or head pain, having issues with balance, feeling 
dizzy, experiencing fatigue,  insomnia, drowsiness, having difficulties with memory 
and experiencing a reduction in concentration span (McCrea et al., 2008). Those with 
mTBI tended to suffer from posttraumatic headaches related to post concussion 
syndrome (PCS) with many of them experiencing a combination of pain problems 
(e.g. pain in the neck and back together with headaches) (Uomoto & 
Esselman,1993). Most people with mTBI do not have visible symptoms (Bay & 
McLean, 2007). Moreover there is a wide range of symptoms of mTBI and the injury 
tends to be ‘individualized’ (p. 697, Iverson & Lange, 2011). Furthermore, MTBI has 
varied recovery rates from speedy recovery to permanent persistent symptoms 
(Iverson & Lange, 2011). To conclude, having mTBI is perceived as resulting in loss 
of cognitive abilities (Harrington, Malec, Cicerone & Katz, 1993). Irritability and 
somatic issues (such as head and neck pain) are perceived to be the next in line in 
9 
 
terms of commonly occurring symptoms in those with mTBI (Harrington et al. 
1993). The effects of mTBI last from six months to a year and a half, with a quarter 
of those with mTBI not recovering completely (Harrington et al. 1993). After 
exhibiting symptoms, a person typically seeks medical advice to determine what is 
wrong with them and the next subsection describes how mTBI is diagnosed. 
 
2.1.4.  Diagnosis of mTBI 
 
A mTBI diagnosis can only come about after taking into account the 
following three categories: Glasgow Coma Scale (A scale used to measure the state 
of consciousness a person is in) score, the period of time the person lost 
consciousness and memory loss right after or before the injury occurred (Buck et al., 
2012). Based on the assessment of the three categories, a person is then given a 
diagnosis regarding the type of TBI (mild, moderate or severe) they have sustained 
(Uomoto & Esselman, 1993). However, diagnosing mTBI is not straightforward as 
researchers tend to offer different definitions as to what can be regarded as mTBI 
(Orman et al., 2011). 
 
There are several definitions of mTBI (Carroll, Cassidy, Holm, Kraus & 
Coronado, 2004). One definition by the American Congress of Rehabilitation 
Medicine is that mild traumatic brain injury (mTBI) is caused by an injury to the 
head and is defined by one or more of the following: loss of consciousness (LOC) for 
less than half an hour, memory loss within a time frame of less than 24 hours before 
or after the injury, a changed mental state at the time of injury (appearing 
disorientated, dazed) and a score of 13 – 15 on the Glasgow Coma Scale (GCS) 
(Carroll, Cassidy, Holm, et al., 2004; American Congress of Rehabilitation 
Medicine, Brain Injury-Interdisciplinary Special Interest Group, Disorders of 
Consciousness Task Force, Seel, R. T., Sherer, M., Whyte, J.,... & Zasler, N. (2010). 
Furthermore, the person should not have a penetrating cerebral injury or be under the 
influence of drugs or alcohol when being assessed (Carroll, Cassidy, Holm, et al., 
2004). It also states that a person who does not exhibit any of the three symptoms 
could still be diagnosed with mTBI if there are any neurological abnormalities such 
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as seizures and intracranial lesions not needing surgery (Carroll, Cassidy, Holm, et 
al., 2004).  
 
The World Health Organization (WHO) definition of mTBI is similar to the 
first definition by the American Congress of Rehabilitation Medicine (Holm, 
Cassidy, Carroll & Borg, 2005). However, it introduces the term post traumatic 
amnesia in place of memory loss, the term favoured by the American Congress of 
Rehabilitation Medicine the post traumatic amnesia (PTA) and states that a person 
should not be having another existing medical problem or language barrier when 
being assessed for mTBI (Holm et al., 2005). Therefore, definitions of mTBI vary, 
with some researchers including loss of consciousness and/ or post traumatic amnesia 
and others excluding one or both in their definitions (Carroll, Cassidy, Holm, et al., 
2004). In addition to this, some researchers did not include GCS scores in their 
definitions of mTBI while others narrowed the range from 13-15 to 14-15 or 15 
(Carroll, Cassidy, Holm, et al., 2004). 
 
Besides the definitions above, Post Concussion Syndrome (PCS) has often 
been used to diagnose mTBI (Gerber & Schraa, 1995).  PCS symptoms that are 
commonly attributed to mTBI are irritability, anxiety, memory loss, limited 
concentration span, headaches, blurred vision and sensitivity to their surroundings in 
terms of light and sound (Gerber & Schraa, 1995). However, PCS symptoms are not 
exclusive to mTBI and can also be found in other medical conditions such as chronic 
pain (Smith-Seemiller et al., 2003). This suggests that exhibition of these PCS 
symptoms might indicate other conditions rather than mTBI. Another condition that 
is commonly associated with mTBI and hinders diagnosis of mTBI is posttraumatic 
stress disorder (PTSD) with clinicians being divided as to the coexistence of mTBI 
with PTSD (King, 2008).  
 
Given the thesis’s focus on mTBI in the military context, and considering the 
variety of mTBI definitions in the civilian population, the definition of mTBI given 
by the Defense and Veterans Brain Injury Center (DVBIC) in the United States bears 
in mind the earlier WHO definition in terms of duration of LOC but shifts from the 
WHO definition by specifying a time duration for the altered state of consciousness 
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(appearing dazed/ confused) (French, 2010). Furthermore, the DVBIC and the 
Veteran Health Administration in the United States exclude GCS scoring in their 
definition of TBI (McCrea et al., 2008; Pogoda, 2012).  It also varies from the other 
definition in that it not only states how the injury might have come about but also 
describes symptoms that a person with mTBI might experience (McCrea et al., 
2008). 
 
Besides the definitions of mTBI in the civilian and military context, the 
instruments used to assess mTBI and determine the level of cognitive deficits are 
also important. Some of these tests measure cognitive deficits of mTBI while others 
measure the extent of post concussion. The researcher looks at these instruments 
beginning with the Glasgow Coma Scale (GCS). The Glasgow Coma Scale looks at 
the loss of consciousness and coma (Teasdale & Jennett, 1974; Middleton, 2012). 
Barlow (2012) and Healey et al., (2003) highlight the importance of using the scale 
but not using the combined score. The rationale for this is that the combined scored 
overinflates the neurological outcome after brain injury (Barlow, 2012).  
Furthermore, a combined score reveals little to predict the neurological outcome. 
Instead some researchers recommend that individual scales assessing the three 
predictors would be a better option (Barlow, 2012; Healey et al., 2003). The motor 
response is the best predictor of outcome of the three predictors (Healey et al., 2003).  
However, Heron, Davie, Gillies and Courtney (2001) question the emphasis on the 
motor aspect of GCS stating that GCS has higher interrater reliability for verbal 
responses while faring the worst in the motor response category. This suggests that 
the scale is not very accurate in predicting problems that those with mTBI face in 
relation to their motor responses.  
 
Given that the scale was introduced close to four decades ago, researchers 
have reviewed the scale to gauge its efficacy in assessing neurological injury and 
predicting severity in TBI (Healey et al. 2003). Some researchers state that the GCS 
scores highly on inter-observer reliability however others dispute this (Gill, Reiley & 
Green, 2004; Saatman et al., 2008). Some critics of GCS declare that it is unreliable, 
has low inter-observer reliability and that there are discrepancies in the scoring 
indicating that there is a need to evaluate the scoring procedure or simplify it so that 
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everyone who uses it remembers what the scores indicate across levels (Green, 
2011). Besides remembering how to rate the scores, critics pan the focus on the need 
for agencies to be mindful of which version of the scale they are using noting that 
British hospitals did not standardize their use of GCS, with some using the earlier 12 
point version and others using the later 13 point version (Wiese, 2003). Furthermore, 
a revised version of the GCS was published online in 2014 (Teasdale et al., 2014). 
While different versions of the scale may be used, it is important for those utilizing 
the scales to be aware of the differences within the scales and what those different 
scores indicate (Griffiths & ChandraBose, 2004).  
 
In addition to differing versions of the scale, some researchers suggest 
different GCS scores; suggesting that the Glasgow Coma Scale Score for mTBI 
should be 13-15 instead of 14-15 (De Kruijk et al., 2002; Gomez, Lobato, Ortega, & 
De La Cruz, 1996; Sternbach, 2000). Borg et al. (2004) acknowledge this variation in 
GCS scores in their review of mTBI diagnostic procedures when patients are 
diagnosed. Some organizations such as the World Health Organization (WHO), 
Center for Disease Control and Prevention in the United States and Advanced 
Trauma Life Support (ATLS) prescribe GCS scores in the range of 13-15 as 
indicative of mTBI (Holm et al., 2005; Mena et al., 2011). Mena et al. (2011) 
however, in their own research, suggest retaining the old range of 14-15 for mTBI 
and 13 as a moderate TBI stating that the old categorization afforded better 
predictability and accuracy in determining clinical outcomes.  In yet another turn of 
events, another group of researchers suggest only considering GCS scores of 15 as 
mTBI (Carroll, Cassidy, Holm, et al., 2004). Besides the debate about the score range 
and categories, researchers contend that GCS does not cover all aspects of 
neurological functioning but focuses only on three domains; therefore there is a need 
to use other scales concurrently with GCS to assess the other aspects of neurological 
functioning (Gill, Reiley & Green, 2004).  
 
In conclusion, though GCS is utilized widely as a tool for measuring 
consciousness, its critics highlight flaws skewing the scores towards the heavyweight 
motor responses category. GCS’s interrater reliability the interrater reliability 
amongst inexperienced scorers is low. Furthermore, different versions of the scale 
13 
 
are used with some using the 13 point, 14 point and 15 point versions and this affects 
how they score the scales. Besides the different versions of the scales, there is 
ongoing debate on which score range to adopt when diagnosing, mild and moderate 
TBI. There needs to be a consensus on which version to use as well as which score 
range to adopt so that the use of the scale is standardized. Given that GCS is used as 
the main measure to assess mTBI, the uncertainties surrounding it and the differing 
scores and versions used suggest a need to look at other methods to complement it in 
the assessment of the injury. Given the thesis’ focus on the certainties or 
uncertainties of mTBI in terms of diagnosis, treatment and management the uncertain 
aspects of the scale which is the main measure of mTBI tend to suggest that more 
needs to be done to assess the injury. This could be in the form of using an additional 
method of assessment or modifying the current assessment. 
 
Another method that is used is the Rivermead Post Concussion Questionnaire 
(RPCQ).  Rivermead Post Concussion Questionnaire (RPCQ) is used to assess the 
extent of post concussion syndrome by looking at: cognitive abilities (such as 
memory power and processing speed), somatic aspects (such as dizziness, sensitivity 
to light, headaches and problems with vision) and emotional state (depression and 
mood swings) (King et al., 1995; Smith-Seemiller, Fow, Kant & Franzen, 2003).  
This is important as post concussion syndrome has been identified as one of the 
aspects of mTBI. RPCQ contains sixteen items which function as a checklist for 
individuals to self report their post concussion syndrome (PCS) symptoms (Smith-
Seemiller et al., 2003). Besides the RCPQ, other tests are employed to look at other 
aspects of mTBI. Some of these measures do not aid in the diagnosis of mTBI but 
they aid in the diagnosis of the symptoms or effects experienced by mTBI. This is 
important in the thesis as the researcher looks at the symptoms of mTBI and how 
they are interpreted in terms of the extent of the loss of abilities and the recovery 
aspect.  
 
Similar to the RCPQ, the neurobehavioural functioning inventory (NFI) 
measures neuropsychological abilities. Neurobehavioural functioning inventory 
(NFI) consists of six scales measuring depression, memory loss and attention span, 
aggression, motor skills, somatic symptoms (such as headaches, pain and) and 
14 
 
communication (Kolakowsky-Hayner & Kreutzer, 2001; Kreutzer, Seel & Gourley, 
2001). It is completed by those with TBI and their families (Kolakowsky-Hayner & 
Kreutzer, 2001). NFI is a good predictor of depression as the items in the inventory 
enable accurate classification of patients who were depressed from those who were 
not depressed (Kennedy, Livingston, Riddick, Marwitz, Kreutzer & Zasler, 2005).  
This is important as depression has been observed in those with mTBI. However, the 
tool has to be used alongside other measures to a get a wider perspective (Kreutzer et 
al., 1996). The NFI is also useful to provide information on the extent of the 
symptoms experienced by those with mTBI and this is important in the thesis as the 
researcher explores how mTBI is diagnosed as well as the impact of the injury on the 
lives of those with mTBI. Another measure that looks at depression is the Beck 
Depression Inventory-II (BDI-2). It is used solely to assess if someone is exhibiting 
symptoms of depression by assessing their moods and negative self perceptions of 
themselves (Green, Felmingham, Baguley, Slewa-Younan & Simpson, 2001; King et 
al., 1996). However depression is easily overlooked in TBI patients and some of the 
components in BDI-2 such as reduced concentration span and disruption to sleep are 
also experienced as a result of TBI and may therefore be overlooked as signs of 
depression in TBI patients (Kreutzer, Seel & Gourley, 2001).   
 
Other test measures assess disability and serve to test the extent of the 
person’s disability post injury as well as provide insight as to the extent of their 
current capabilities. These aspects of these test measures determine a person’s 
rehabilitation post injury. In assessing rehabilitation, test measures on disability 
provide input on a person’s ability to return to work, perform skills or the level of 
support someone needs post injury. This is useful for those with mTBI and their 
employers who will then determine what tasks they can perform post injury. One 
such measure is the disability rating scale (DRS). The Disability Rating Scale (DRS) 
was published by Rappaport et al. (1983) and was developed for use in the 
assessment of people with severe traumatic brain injury. DRS is a 30 point scale 
assessing eight areas: independent living, grooming, feeding, eating, employability 
and components of the Glasgow Coma Scale (such as eye opening, motor response 
and ability to communicate verbally) (Dominiquez-Roldan et al. 2013; Wang & 
Gennarelli, 2009). The Disability Rating Scale (DRS) is frequently used to assess the 
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severity of disability in those with TBI from point of coma to recovery (Shukla, Devi 
& Agrawal, 2011). Moreover, the Disability Rating Scale (DRS) is utilized often to 
assess a person’s ability to return to work (Shukla, Devi & Agrawal, 2011). This 
scale serves to demonstrate a person’s ability to perform at work at pre injury levels 
and also gauges the extent of the impact of the injury on their overall abilities. The 
researcher is interested in these aspects of the injury and how people view and 
experience the injury and this test measures suggests areas that participants in the 
empirical studies may shed light on. 
 
Having explored the measures used in the civilian population the researcher 
now looks at the tools the military utilizes to asses mTBI and determine the extent of 
the deficit in the personnel’s abilities. Automated Neuropsychological Assessment 
Metrics (ANAM) is used to measure neurocognitive functioning prior to deployment 
and has been in place since 2008 (Jaffee & Meyer, 2009). The test assesses the 
personnel’s neurocognitive functioning looking at a person’s ability to use different 
areas of their brain for example: to problem solve, verbal skills, recalling past and 
present events and ability to function independently (J. Addington & Addington, 
2000; Green, 1996). ANAM is useful in that it evaluates processing speed, ability to 
recall as well as tests the working memory (Kabat, Kane, Jefferson & DiPino, 2001). 
It is easy to administer and can be administered to the same individual at several 
timeframes (Kabat et al., 2001).  The repeat aspect of this test measure is important 
as it allows for assessing changes to the service personnel’s condition. While ANAM 
focuses on cognitive abilities, the next scale the Military Acute Concussion 
Evaluation (MACE) focuses on measures assessing consciousness post concussion, 
PTA and cognitive abilities. 
 
The Military Acute Concussion Evaluation (MACE) evaluates on two levels: 
the first being a person’s history in terms of when they experienced a traumatic event 
such as a blast, fall, and/or accident as well as a person’s altered mental status or 
LOC (Jaffee & Meyer, 2009). The second level of evaluation focuses on the person’s 
cognitive abilities using the Standardized Assessment of Concussion (SAC) (Jaffee 
& Meyer, 2009). The Standardized Assessment of Concussion looks at four areas: 
orientation (the time, day and month of the year to assess if the person is not 
16 
 
disorientated), the person’s immediate memory recall, the person’s ability to 
concentrate and perform tasks and delayed recall (of words) (McCrea, Kelly, Kluge, 
Ackley, & Randolph, 1997). The Standardized Assessment of Concussion is 
typically employed in assessing concussion post sports injuries (McCrea et al., 1997; 
1998). The Standardized Assessment of Concussion is effective in identifying 
concussion and determining when a person can return to their pre injury role 
(McCrea et al., 1998). The MACE itself consists of 13 items: 8 of which focus on the 
history of the injury, how and when the injury was sustained, LOC, PTA and 
presenting symptoms post injury. The remaining 5 items focus on the evaluation of 
cognitive abilities post concussion. The five items evaluate orientation; ability to 
perform immediate recall; screening of ability to perform tasks based on visual, oral 
and motor functions; concentration span; and delayed recall (Elder, Mitsis, Ahlers & 
Cristian, 2010). The five items had a total score of 30 and scores below 25 
demonstrate neurocognitive deficiencies (Elder et al., 2010). The MACE has to be 
administered shortly after the injury as items being measured are time sensitive and 
delays in administering the scale such as administering it more than half a day after 
the injury would reduce the usefulness of the scale in determining concussion and 
ability to return to pre injury conditions (Coldren, Kelly, Parish, Dretsch & Russell, 
2010). This aspect of the test means that the service personnel have to seek treatment 
immediately and not wait it out. This is important as those with mTBI have been 
noted to either seek assistance at the onset or wait for awhile before seeking help. 
While the MACE has to be administered early on post injury, the next scale Post-
Deployment Health Assessment (PDHA) the researcher explores has been criticised 
for being administered too early post injury. 
 
The Post-Deployment Health Assessment (PDHA) used by the Department of 
Defense (DoD) in the United States comprises of the earlier tool, Brief Traumatic 
Brain Injury Screen (BTBIS) which was first utilized post deployment to screen for 
TBI (Jaffee & Meyer, 2009). The BTBIS has been modified twice since its 
introduction to incorporate feedback from medical treatment facilities (Iverson, 
Langlois, McCrea & Kelly, 2009). Post deployment screening was previously 
conducted only on returning service personnel but in 2008 DoD mandated that all 
service personnel returning from tours of duty in Iraq and Afghanistan should be 
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screened for TBI (Iverson et al., 2009). The PDHA and BTBIS screens service 
personnel based on the DVBIC criteria (Iverson et al., 2009). They ask participants 
to fill out information on a checklist. The checklist first asks if they were involved in 
any events such as explosion/ blast, vehicle accident, falls and/or bullet wounds 
(Iverson et al., 2009). The second component of the checklist asks if participants 
experienced losing consciousness, confusion, being dazed, not remembering before 
or after incident, concussion or a head injury (Iverson et al., 2009). The third 
component of PDHA list symptoms asks the participants to indicate if they have 
experienced any of these symptoms post injury (Iverson et al., 2009). The final 
component asks if participants have experienced the symptoms in the past week 
(Iverson et al., 2009). Following feedback that the PDHA screens too soon (at the 
onset of injury) after the TBI, the Post-Deployment Health Assessment (PDHRA) 
was developed to screen veterans at a later stage of the injury (Milliken, 
Auchterlonie & Hoge, 2007). Besides the original PDHA, the PDHRA includes 
categories to aid referrals to the military’s substance abuse and counselling 
programmes (Milliken, Auchterlonie & Hoge, 2007). The PDHRA thus measures all 
most of the symptoms of mTBI and is used to identify personnel with the injury. The 
changes in the assessing and the later screening suggest a continuum in the care plans 
for service personnel. This is of interest as the thesis explores the provision of 
treatment care plans for military personnel.  
 
Most of the tools assessing mTBI have self reports components and explored 
symptoms experience. The next tool evaluates a person’s report on their functioning 
abilities post injury. Neurobehavioral Symptom Inventory (NSI-22) is a self-report 
measure which evaluates post concussion symptoms (King et al., 2012). Participants 
report the severity of their symptoms using a five-point scale ranging from zero 
(meaning rarely present or no symptoms) to four (severe stage at which impeded 
independent functioning). The scale assesses moods (irritability, anxiety, feeling 
tired), pains, headaches, and cognitive aspects such as concentration, forgetfulness 
and coordination (balance issues, dizziness) (Iverson et al., 2011). The scale is 
somewhat similar to the neurobehavioural functioning inventory (NFI) discussed 
earlier. The NSI’s internal consistency and validity as a tool have been evaluated 
against other test measures on depression and PTSD (namely Becks Depression 
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Inventory (BDI) and Post-traumatic Stress Disorder (PTSD) Checklist – Military 
Version (PCL- M) (King et al., 2012). The NSI was able to hold its own against BDI 
and PCL-M in measuring moods, cognitive aspects and pain (King et al., 2012).  
 
In conclusion, the test measures described earlier serve to assess mTBI and 
determine the cognitive and neuropsychological functioning aspects post injury. In 
the thesis the researcher explores how people perceive mTBI in the military looking 
specifically at aspects of diagnosis, management and consequences of the injury. The 
test measures described allude to certain aspects of the injury in terms of diagnosis 
and functional outcomes. They suggest the areas that are commonly explored when 
evaluating the impact of the injury. These add to the knowledge gained here on the 
impact of the injury and aid the thesis in exploring the extent of the impact and 
subsequent recovery post injury. Before exploring the management of mTBI 
however, the researcher explores the consequences of mTBI. The consequences of 
mTBI shed light on what aspects of mTBI need to be managed and inform practice in 
terms of treatment and rehabilitation programmes for of those with mTBI. 
 
2.1.5.  Consequences of mTBI 
 
MTBI temporarily affects the neurologic functioning of a person (McCrory et 
al., 2009). Therefore a person’s cognitive ability - the ability to relate to their 
surroundings and also to perform functions utilizing the body’s nervous system are 
affected by mTBI (Landre, Poppe, Davis, Schmaus, & Hobbs, 2006). Therefore, 
people with brain injuries tend to do better at emotional functioning than at cognitive 
functioning (Borgaro & Prigatano, 2003; Chaytor, Temkin, Machamer & Dikmen, 
2007). Moreover, caregivers affirmed this view in their perception that the key 
significant change they experienced in their loved ones post injury was the change in 
the cognitive abilities (Wallace et al., 1998).  
 
As a result of a reduction in cognitive abilities, most people with TBI tend to 
be less physically active following the injury (Dawes, Scott, Roach & Wade, 2006; 
Driver & Ede, 2009; Johansson, Berglund & Rönnbäck, 2009). In addition to this, 
those with TBI have a more acute sense of fatigue which could, in turn, result in 
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limited participation in physical activities (Stulemeijer, van der Werf, Bleijenberg, 
Biert, Bruaer & Vos, 2006). Moreover, post mTBI fatigue is more pronounced in 
those with depression though this fatigue gradually decreases three months post 
injury (Norrie et al., 2010). This suggests that those with mTBI start to regain parts 
of their routine three months post injury. Furthermore, the duration it took to resume 
an activity such as driving is related to the level of pain they experienced post injury 
Preece, Geffen & Horswill, 2013). Those with mTBI felt the loss of their abilities 
and feared for their future when they contemplated returning to work post injury 
(Soeker, Van Rensburg & Travil, 2012). They (those with mTBI) felt that 
establishing routines and actively participating in their rehabilitation enabled them to 
get back into the workforce at an earlier rate than they would have envisioned 
(Soeker et al., 2012).  
 
In addition to this, mTBI may or may not cause permanent brain damage 
(Iverson & Lange, 2011). In terms of severity, there is a wide spectrum within mTBI 
as noted by rehabilitation professionals (Harrington et al. 1993). This has prompted 
rehabilitation professionals to advocate for a grading system within mTBI focusing 
on the severity of the injury and the symptoms as well as the loss of cognitive and 
functional abilities (Harrington et al. 1993). Some individuals with the injury felt that 
their ability to function socially poses challenges years after the injury (Hoofien et 
al., 2001). This is brought about by a combination of factors: a reduction in cognitive 
abilities, a sense of isolation and depression at the inability to function independently 
(Hoofien et al., 2001; Riley, Brennan & Powell, 2004). The majority of those with 
the injury are young adults who would have been active socially pre injury: meeting 
peers; potentially have been in relationships, perhaps studying or working and 
engaged in hobbies (Morton & Wehman, 1995). The drastic change in the lifestyles 
of individuals with the injury caused these individuals to become anxious or 
depressed and this could in turn affect their rehabilitation and subsequent re-entry 
into the community at large (Morton & Wehman, 1995; Rosenthal, Christensen & 
Ross, 1998).  Anxiety over losing their job/ not being able to return to their job 
quickly after the injury as well as the absence of close interpersonal bonds post 
injury could possibly lead to depression (Gomez-Hernandez, Max, Josier, Paradiso & 
Robinson, 1997). Those with mTBI tend to socially isolate themselves or, 
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sometimes, be socially isolated by others (Brown, Gordon & Spielman, 2003). This 
isolation can lead to depression and a further increase in social isolation, increasing 
their inability to cope post TBI (Anson & Ponsford, 2006; Curran, Ponsford & 
Crowe, 2000).  This then spirals into an increasingly pessimistic view of their lives 
post injury and results in further social isolation (Tomberg, Toomela, Pulver & Tikk, 
2005). If the cycle continues it could spiral into cutting off social contacts and result 
in those with TBI feeling dissatisfied with their lives (Dahlberg et al., 2006). Social 
isolation does not only affect those with mTBI. Instead, the increasing social 
isolation of those with mTBI could adversely affect their caregivers as the caregivers 
are also forced to live socially isolated lives while caring for those with TBI (Marsh, 
Kersel, Havill & Sleigh, 1998).   
 
Societal perceptions have a major role to play in consequences of mTBI. How 
people perceive those with an injury has implications for how the person with mTBI 
copes with the injury as the lack of social support could serve to cripple the person’s 
daily functioning as well as socialization with their peers. Examples of this are the 
use of tests to determine the cognitive ability of those with the injury who are 
fighting for custodial rights and/ or their rights to claim damages for work related 
mTBI. Furthermore, parents with mTBI hoping to regain custody of their children 
have to take a neuropsychological test to gauge cognitive ability Word Test Measure 
(WMT) (Flaro et al., 2007). This test is also given to those currently engaged in 
litigation seeking compensation (Flaro et al., 2007). The need for such tests shed 
light on how those with mTBI are perceived by others post injury: they have to prove 
their cognitive abilities are at an acceptable level dictated by societal/ test norms.  
 
Amongst those with mTBI, those exhibiting post concussion syndrome 
tended to perceive their injury more negatively, and were more likely to be stressed, 
anxious and depressed (Hou, Moss-Morris, Peveler, Mogg, Bradley & Belli, 2012).    
Furthermore, mTBI patients from racial minority groups experienced higher levels of 
depression than those in the racial majority group, feeling there were fewer social 
support options available to them (Brown, McCauley, Levin, Contant & Boake, 
2004). In conclusion, mTBI affects all aspects of a person’s life and their ability to 
function changes post injury. The consequences of the injury can be temporary or 
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permanent and it varies from person to person. The extent and duration of the 
recovery is dependent on how the person with the injury and their caregiver 
perceives the injury, what information they are privy to as to the exact nature of their 
injury and the level of support they seek and receive post injury.  
 
In the thesis the researcher explores how various groups construct the injury. 
The consequences of the injury described here are important as they shed light on 
aspects of the injury in terms of daily functioning, socialization, ability to cope, 
mobility and changes in employment status. The researcher explores these aspects of 
the injury in the empirical chapters of the thesis.  
 
2.1.6. Management of mTBI 
 
Besides the consequences of the injury, it is important to look at what has 
been done to manage the injury in terms of rehabilitation and treatment. There is a 
range in the medical care sought and received by people with mild brain injury 
(Sosin, Sniezek &Thurman, 1996).  Some sought medical care immediately post 
injury while others waited awhile (Sosin, Sniezek &Thurman, 1996).  This suggests 
that the injury is apparent to some at the onset while that is not the case in some 
others who have a delayed response to their injury (Sosin, Sniezek &Thurman, 
1996). In addition to this, some of those who sustained the injury are hospitalized 
while others are outpatients (Sosin, Sniezek &Thurman, 1996). These suggest that 
though people might have sustained the same type of injury, the impact of the injury 
on their brain may have differed, thereby calling for different modes of treatment 
(inpatient or outpatient and immediate or delayed treatment).  
 
Majority of the literature on mTBI focuses on returning to the norm within 
three months post injury (Ruff, 2005). Those who do not return to the norm within 
that time frame are referred to as the “miserable minority” (Ruff, 2005).  Though 
most of those with mTBI had a reduction in persistent symptoms, there is still a 
minority who exhibit symptoms three months post injury (Lannsjö, Geijerstam, 
Johansson, Bring & Borg, 2009). As such, some researchers oppose the classification 
of mTBI as an injury that is symptom free after three months (Lundin, de Boussard, 
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Edman & Borg, 2006). Furthermore, electroencephalographic (EEG) abnormalities 
in patients a year after the injury suggest that mTBI has long term effects (Cernak, 
Savic, Ignjatovic & Jevtic, 1999). As such, some researchers are calling for a 
reclassification of mTBI’s period of being symptom free, shifting it from the 
previous classification of three months to a year as most adults would achieve a total 
recovery within a year of injury (Carroll, Cassidy, Peloso, Borg, et al., 2004a; Okie, 
2005)  
 
Besides, grappling with short and long term effects of the injury, mental 
fatigue is common amongst those with mTBI and it results in a reduced information 
processing speed thereby affecting their reading ability and ability to decode 
information (Johansson, Berglund & Rönnbäck, 2009). This reduced ability post 
injury negatively impacts on the social life as well as employment of those with TBI 
(Johansson, Berglund & Rönnbäck, 2009). Further stumbling blocks in returning to 
work arise from employers’ views of those with TBI in terms of the employer’s 
willingness (or lack thereof) to work with the employee with TBI on and around the 
difficulties the person is facing with regards to their TBI facilitates (Soeker, Van 
Rensburg & Travill, 2012). The relationship between employee and employer prior 
to the injury has an impact on how much the employer is willing to make allowances 
for the changes in circumstances and how this impedes operational functions of the 
company (Soeker, Van Rensburg & Travill, 2012).  
 
Besides the relationship the person with mTBI has with their employer, their 
relationship with their doctor and the medical personnel’s ability to convey the extent 
of the impact of their injury plays a part in how quickly the person is able to perceive 
deficits in their abilities post injury and work towards improving their condition 
(Soeker et al, 2012). Difficulties in obtaining information on their condition and 
being told their symptoms would cease over time affected the social re-integration of 
those with mTBI (Lefebvre & Levert, 2012). Those who were given adequate 
information on the consequences of their injury navigated their beliefs to either: 
processing that information to affirm the negative beliefs they have about the 
condition or using it to dismiss negative beliefs and construct positive beliefs on their 
condition so as to cope with the condition (Rogan, Fortune & Prentice, 2013; Wood, 
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2007). Those with mTBI who affirmed the negative beliefs tended to report more 
symptoms symptomatic of post concussion syndrome (Rogan, Fortune & Prentice, 
2013; Wood, 2007).  Perceived negative impact of the illness, its severity in terms of 
ability to return to pre injury optimum levels and the perceived lack of control over 
the condition impede a person’s ability to work towards their rehabilitation goal of 
reaching pre injury optimum level (Snell, Hay-Smith, Surgenor and Siegert, 2013). 
Caregivers of those with mTBI perceived that increased levels of social support set 
them at ease with the life changes they experienced and they tended to view those 
experiences less negatively with adequate support (Wallace, Bogner, Corrigan, 
Clinchot, Mysiw & Fugate, 1998). 
 
Public perceptions also play a role in the management of mTBI. The varied 
perceptions of the degree and severity of the injury has implications as to how they 
view those with the injury. The public tended to believe that a person could have a 
speedy recovery if they worked hard at recovery (Hux, Schram & Goeken, 2006). 
The general public with opinions on speedy recovery and total recovery do not 
expect those with brain injury to have memory deficits (Chapman & Hudson, 2010). 
Their views are diverse with some members of the public perceiving that the effects 
of concussion could be long term and that some symptoms could be manifested later 
(McKinlay, Bishop & McLellan, 2011). In general, members of the public tended to 
view someone more negatively if they were labeled as having a brain injury as 
opposed to a head injury (McKinlay et al., 2011). However those who were familiar 
with brain injury tended to regard brain injury less negatively suggesting that 
exposure to the injury was the key to understanding the injury (McKinlay et al., 
2011). This has implications as to how they treat and perceive those with the injury. 
Moreover, those with mTBI perceive the social response to their injury as rather 
lukewarm as people tend to downplay their difficulties and their rate of recovery. 
 
Besides how they are treated in their social circles, those with mTBI face 
another hurdle in their treatment and rehabilitation in the form of how clinicians 
regard them. Clinician’s reactions to those with mTBI are mixed. MTBI has been 
regarded a “trivial condition” (p.550) (Hughes et al., 2004). However, this condition 
“can affect memory, attention and executive function” (p.550) (Hughes et al., 2004). 
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MTBI, far from being mild, has long term implications for a person’s working 
memory, affecting a person’s ability to assimilate and process information, events 
and tasks around them (Cicerone, 2002; Vanderploeg, Curtiss & Belanger, 2005).  
Besides the impact on the memory and ability to process information and react to 
situation, those with mTBI are in the long term, more inclined to be depressed, have 
impaired gait and present post concussive symptoms (Vanderploeg, Curtiss, Luis & 
Salazar, 2007). Despite this, other researchers dismiss the notion that mTBI is 
anything but mild; stating that full recovery in mTBI is the norm (Hoge, Goldberg & 
Castro, 2009).  They discount neuro-cognitive testing of those with mTBI stating that 
it is ‘mostly inconclusive’ (Hoge et al., 2009, pp. 1590) after the period of injury as 
most measures of symptoms such as memory impairment rely on self reporting and 
are therefore not entirely accurate (Russo, 2012). This raises questions in terms of 
how clinician treat and manage and injury they are quick to dismiss or classify as 
trivial.  
 
Finally, the all encompassing term of “traumatic brain injury” (TBI) is 
sometimes used interchangeably to refer to mild, moderate and/or severe traumatic 
brain injury (Alexander, 1995; Morton & Wehman’s, 1995; Green, Rohling, Lees – 
Haley & Allen III, 2001; Warden, 2006). The term’s interchangeable use impedes 
defining and differentiating amongst the different types of TBI since they are 
referred to as a collective set and this affects the treatment and rehabilitation plans 
for each individual TBI as mTBI’s treatments are placed alongside more intense 
TBIs (Carroll, Cassidy, Peloso, Garritty, Giles-Smith, 2004b)  
 
2.2. Key issues arising from mTBI 
 
From the literature, mTBI appears to be an injury which has many symptoms. 
Some of these symptoms are common to other disorders and conditions such as PCS 
and depression. This therefore makes it difficult to ascertain if the person is suffering 
from PCS as well as mTBI or just one of the disorders.  MTBI could also be the 
result of a head trauma that has either penetrated the peripheral of the brain or has 
not penetrated the brain. It could be caused by head trauma and/or brain damage as a 
result of a blow or jolt to the head or other body parts such as the neck. Depending 
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on which part of the brain/ body the injury occurred, the extent of the injury varies. 
Also, some people have no visible symptoms of mTBI and as such do not seek 
treatment immediately choosing to do so later. As most diagnosis tools of mTBI are 
time centred, diagnosis at the point of injury is optimum. In addition to this, 
diagnosis of mTBI varies according to which definition a person subscribes to. Some 
definitions include post traumatic amnesia while others opt for the more generic 
memory loss. Definitions of mTBI also use different scores further solidifying the 
heterogeneous aspect of defining mTBI  
 
The variability of mTBI does not end at its diagnosis and continues in its 
manifestations. Most experience mTBI symptoms for three months post injury while 
some experience these symptoms even years after the injury. A wide spectrum of 
symptoms is experienced by those with mTBI. No two people have the exact same 
symptoms as the injury is highly individualistic due to the difference in where the 
injury is located. The different experiences can also be related to varied coping 
strategies employed based on the amount of information on their injury made 
available to those with the injury. The level of support from their workplace as well 
as society at large also plays a role in how those with mTBI coped with their injuries.  
 
In conclusion, beginning with the symptoms of mTBI, there are varying 
perspectives in every aspect of mTBI. Nothing is conclusive with symptoms from 
other disorders mainly PCS being included to symptoms of mTBI and then being 
discarded in other criterion of mTBI symptoms. There are variations in mTBI 
definitions as well suggestions that they are not standardized and are open to various 
interpretations. Furthermore, from the ratings on the Glasgow Coma Scale being 
contested by some researchers leaning towards either increasing or decreasing the 
ratings on the mTBI category, to the apparent mildness of the injury, every aspect of 
what makes up mTBI is contested.  The variations in definitions, symptoms, 
definition and diagnosis serve to construct mTBI as a disorder that is hard to define.  
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2.3. The military context 
 
Most of the research on mTBI in the military context focus on rehabilitation 
outcomes and cause and effects of the blasts causing the injury. The primary focus 
seems to be on the duration post injury before redeployment.  Given the hegemonic 
masculinity aspect of the military, the need for a find and fix solution seems a 
plausible explanation for this. Other research on mTBI in the military focus on the 
caregivers’ burden in caring for service personnel with the injury. Families have been 
used to seeing the service personnel being fit and active, ready for duty. Furthermore, 
service personnel with mTBI experienced greater difficulties with visual – spatial 
abilities besides having problems with their attentions span and processing speeds 
(Cooper et al., 2010). In addition to this, service personnel with mTBI often report 
experiencing difficulties in cognitive tasks (Spencer, Drag, Walker, & Bieliauskas, 
(2010). Given the changes in circumstances families as well as the service personnel 
with the injury struggle to come to terms with the injury and the loss of the abilities 
in those with the injury. The sudden change in their disposition affects how the 
families view them. Research on mTBI in the military have also looked at substance 
abuse and depression incidents post injury and attribute the substance abuse and 
depression to preexisting conditions prior to deployment. This suggests a need to 
assess troops prior to deployment to exclude those who had preexisting conditions.  
 
US service personnel with blast related mTBI even reported experiencing 
lower levels of satisfaction with their health, reporting health related problems post 
deployment (Heltemes, Holbrook, MacGregor & Galarneau, 2011). Considering 
most mTBI in the military are blast related, the experience of the US service 
personnel and their reports of lower levels of health satisfaction give rise for concern.  
Moreover, some of these researches highlight the need for more information and 
transparency so that those with mTBI and their families can gain access to 
knowledge about what is happening to them. Very little research has been conducted 
however, on the lived experiences of service personnel with the injury. This is 
interesting as the military is an institution that is not easily accessible to the public. It 
can be likened to an impenetrable fortress.  Research typically tends to be about post 
deployment and return to work after injury as well as the recovery of cognitive 
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abilities post injury. In addition to this most of the measures for mTBI employ self 
reports. Research on self reporting of symptoms in recent years have suggested that 
the self report aspect of test measures are not helpful when assessing service 
personnel as they tend to downplay their injuries or not report them as they do not 
want to be removed from active service (Marion, Curley, Schwab, Hicks, & the 
mTBI Diagnostics Workgroup, 2011). This is rather dangerous as the underreporting 
of symptoms would mean they get deployed sooner than they would have been if 
their injuries had been detected and as such increase their likelihood of sustaining a 
second mTBI (Marion, Curley, Schwab, Hicks, & the mTBI Diagnostics Workgroup, 
2011). Besides information on recovery of cognitive deficits, very little information 
is known about the military’s treatment and care management plans for those with 
mTBI. As such, the researcher looks to the constructions in the empirical chapter to 
provide more information on what the injury is like. 
 
Beginning with its symptoms and diagnosis, researchers are divided in their 
stand on the mildness of mTBI, its link with other disorders as well as its 
categorization as a signature injury. The high profile nature of the injury appears to 
stem from the uncertainties centring each element of the injury. All this serves to 
draw attention to mTBI as a disorder that needs to be redefined. In addition to the 
diagnosis of the injury and its symptoms, treatment, the mildness of mTBI is 
constantly a point of contention with some stating that mTBI is anything but mild 
with long term consequences (Sterr, Herron, Hayward & Montaldi, 2006). On the 
opposing end of the spectrum others sought to do away with the categorization of 
mTBI in the military as a “signature injury,” “invisible wound” and “silent epidemic” 
stating that these categories are in poor taste (Hoge, Goldberg & Castro, 2009, p. 
1589). Further efforts are made to downplay mTBI’s place amongst injuries with it 
being referred to as a ‘common consequence of modern warfare’ (French, 2010, pp. 
38), while most of the literature cites the injury as a signature injury of the war. 
French’s (2010) suggestion portrays a picture of consistency with no need for alarm 
over the increasing incidences of mild traumatic brain injury amongst service 
personnel.  
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The interest in mTBI in the military stems from the lack of information of the 
injury in the military. Furthermore, the differences in the battery of test undertaken, 
diagnosis criteria and the different facets of mTBI in the military make it a 
phenomenon of interest. Starting with its cause, mTBI in the military context differs 
from those in the civilian context as, the injury occurs as a result of blasts, falls or 
accidents in the vehicles resulting in a trauma to the head (Rona et al. 2012). It is 
caused by trauma to the head, rapid increase or decrease in a vehicle’s speed 
resulting in a jolt. As such, the DVBIC defines mTBI as a brain injury caused by “an 
external force and/or acceleration/deceleration mechanism from an event such as a 
blast, fall, direct impact, or motor vehicle accident” (p. 15) (McCrea et al., 2008). 
Furthermore, lliterature on mTBI in the military paradoxically caution against 
narrowing down possible causes of mTBI while at the same time cautioning against 
broadening the inclusion criteria on some possible symptoms of TBI (Mac Donald, et 
al., 2011). As such, it brings defining the injury to a standstill.  
 
 
2.4. Theoretical framework of the thesis 
 
According to Moscovici, social representations theory is the grasping of a 
phenomenon using sociological and psychological concepts (Moscovici, 1984). 
Individuals react to events or situations the way researchers do and their 
understanding of events is based on the information processed (Moscovici, 1984). A 
central principle of social representations theory is to render the unfamiliar familiar 
(Marková, 2008; Moscovici, 2001). Firstly, social representations define a situation. 
It establishes the representation in a set category. It forms our notion of reality. Any 
new developments must adhere to the rules that define the category. Moscovici 
(1998) adds a sub clause to the notion that new developments must adhere to old 
rules stating that a predetermined notion of reality is altered in the face of new 
information and experiences (Moscovici, 1998).  However, there is a caveat to this: 
altering a set notion of a representation is only engaged with if it is considered 
socially acceptable. Secondly, representations tend to impose their viewpoint on 
people. Human interactions serve as the body an soul of social representations with 
their ability to influence an individual’s behaviour (Farr & Moscovici, 1984). Social 
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representations are based on knowledge already acquired by the producers of the 
social representations based on their understanding of reactions to situations or 
events and when their representations were affirmed or realigned based on new 
information they processed.  Language is presented as that of observation and logic 
(Bauer & Gaskell, 2008). It is the medium through which people come to terms with 
events in their everyday lives. Social representations theory is the thread that 
connects the power of past events with today’s reality, catapulting it into the future 
(Moscovici, 2000). The extent to which a person accepts a social representation is 
related to the extent to which the person identifies with a particular group (Bauer & 
Gaskell, 2008).  Therefore, exclusion and inclusion in social representations are 
represented in terms of the ‘we’ and ‘they’. In a reified world where not everyone is 
equal, divisions exist in the form of the interactions between the ‘we’ (this could 
refer to the layperson, society at large, those in positions of authority) and ‘they’ (this 
could refer to those in positions of authority or those that are outside of the 
community) and the superiority of views based on professional ability to discuss a 
phenomenon can be explored using social representations theory (Jost, 1993).  
 
There are two processes that aid in the generation of social representations: 
anchoring and objectifying (Moscovici, 1984; 2000). Anchoring is a process of 
conceptualizing the unfamiliar to a familiar concept (Moscovici, 1984; 2000; 
O’Connor, 2012).  Classifying and naming are two aspects of anchoring (Moscovici, 
1984; 2000). When rendering a phenomenon familiar, labels are attached to the 
phenomenon. These labels are either negative or positive. In this process of 
classifying, the phenomenon in question is placed in a category it is similar to 
(Moscovici, 1984; 2000).  Within this classifying, the distinct features of a 
phenomenon as well as the similar features are highlighted in attempts to 
conceptualize the phenomenon as either a cause for concern or a situation under 
control (Moscovici, 1984; 2000). When rendering the unfamiliar familiar, the naming 
aspect is also critical (Wagner et al., 1999).  When naming a phenomenon the 
characteristics of the phenomenon are described. Distinct characteristics are 
highlighted (Wagner et al., 1999). How a phenomenon is named and which features 
of the phenomenon are brought to the forefront would determine a phenomenon’s 
position and reception in social representations. The other process of social 
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representations, objectification is the process of turning an abstract thought into a 
concrete concept, to give an object a form, something everyone identifies with 
(Laszlo, 1997). Part of the process of objectifying is to render a group’s jargon into 
everyone’s vernacular (Devine‐Wright & Devine‐Wright, 2009).  
 
Moscovici (1984) describes three types of social representations: hegemonic, 
emancipated and polemical. The hegemonic representation is shared by a group that 
is higher up on the hierarchy scale. It is a group that typically tends to be uniform 
and rather rigid in structure. Its views are associated with ideology and power and 
have more leverage than other social representations. The emancipated social 
representations are comparable to a medical narrative of illness that has now been 
legitimated. This type of representation is from the perception of a minority group.  
The polemical social representation stems from conflict between groups and is 
considered as a challenge to the dominant representations presented (Moscovici, 
1984).  
 
In the literature on mild traumatic brain injury, the representations shift from 
being hegemonic, to emancipated and polemic. In the hegemonic representations, 
mild traumatic brain injury is presented from the experts’ point of view; where those 
who decide on definition and diagnosis tend to suggest that mTBI is trivial with short 
term symptoms (Huang et al. 2009). The aspect of hegemonic social representations 
that appeals to the researcher is that it is more than ‘expert’ opinions. It is about how 
an issue is put forth to suggest authority or superiority in terms of knowledge/ 
strength. This corresponds with the first study’s aims to explore how those in an 
expert position construct the injury. The second study also subscribes to this type of 
representation as the study deconstructs how the authors of the reports set out to 
highlight or discredit aspects of the injury in order to create an impression that all is 
well. Emancipated social representations are of interest as well since they add to the 
sense making in the thesis with their focus on how a disorder is legitimated by 
authority figures using medical discourse. Amongst the three types of 
representations, polemic representations with its emphasis on conflict between 
groups serves to draw out the sense making the researcher looks at in the empirical 
chapters. It does this by focusing on the differences within the representations and 
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how they serve to put forth the variations in their perceptions of mTBI. The types of 
representations serve to harness the perceptions set forth in the empirical studies in 
terms of what is certain or uncertain about mTBI. 
 
2.5. Epistemological position 
 
 The thesis adopts a pluralistic approach employing a bricolage stance (Levi-
Strauss, 1972, Frost, 2009). Social representations theory with its concepts of 
anchoring and objectifying serves as a useful lens with which to look at how 
different social groups render the unfamiliar phenomenon (mTBI) familiar. The 
researcher adopts a pluralistic approach in the thesis using social representations 
theory as the overarching framework of inquiry. Social constructionism, Critical 
realism, and phenomenology are employed as ways of looking along with various 
methods of inquiry: discourse analysis (DA), critical discourse analysis (CDA), 
thematic analysis (TA) and interpretative phenomenological analysis (IPA) to 
explore how these representations are constructed. This is useful as social 
representations theory is typically linked to social identity theory so as to observe 
how people function in groups: one as an individual and the other in the group’s 
context (Castro & Lima, 2001). In the absence of social identity theory in the thesis, 
the range of epistemological positions and qualitative methods of enquiry perform 
this role instead. In the first study, the researcher employs social constructionism as 
the first approach to explore social ‘realities’. Social constructionism and the method 
that explores the social constructions, discourse analysis are employed to harness the 
subjectivity in the discourses (Houston, 2001). Using social constructionism the 
researcher is able to tap into the interaction of the different realms – the social and 
individual and look at how actions are linked to our beliefs (Hoffman, 1990; 
Houston, 2001). Using discourse analysis in this study, the researcher attempts to 
delve into patterns in the constructions, looking at what the authors of the reports are 
setting out to do in their constructions of mTBI and how they go about achieving 
this. The social constructionist tenet that nothing is fixed allows for an in depth 
analysis of how representations within the discourse undergo changes (Taylor, 2001). 
These changes in constructions are embraced as they add to the bigger picture: how 
social groups make sense of and understand mTBI in the British military. It also 
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counters the cognitive reduction of the processes of SRT as social constructionism 
embraces realities without setting constraints on them. 
 
The researcher employs a social constructionist approach using discourse 
analysis in the first study to explore how project team members construct mTBI in 
the British military. In the second study, critical discourse analysis is employed to 
unpack the earlier constructions of the first study’s preliminary investigation.  The 
pluralistic approach employed here enables the researcher to observe who decides on 
and legitimates the labelling of mTBI: which labels are encouraged and which labels 
are discredited. Similar to social constructionism, this approach explores ‘realities’.  
However, the study goes a step further by examining power relations and ideology. 
Critical discourse analysis enables the exploration of how those outside of the 
socially acceptable representation are constructed, that is how they are ‘othered’. 
Therefore the cognitive reductionism caused by anchoring and objectification as well 
as limited scope in the social representations theory for delving into issues of 
ideology and power is countered by employing critical discourse analysis (Potter & 
Wetherell, 1987; Voelklein & Howarth, 2005). In conclusion, critical discourse is 
employed to deconstruct how the authors of the final project team report construct 
mTBI utilizing positions of power, ideology and social inequalities. The third 
approach the researcher employs the critical realist position to explore 
representations of mTBI by a sample population of the general public.  
 
The critical realist position sets boundaries as to what should be rejected and 
what can be harnessed in representations. Similar to the second approach, this 
approach decides on what is socially acceptable and what can be altered. It draws up 
perimeters with which to explore how members of the public view mTBI amongst 
British service personnel. This aspect of critical realism allows the researcher the 
flexibility to pool the different perspectives together and draws on external 
perspectives of a phenomenon, looking for ways to piece the different 
representations together to formulate a brand new version of ‘reality’ (Patomäki and 
Wight, 2000). In the case of the thesis, this stance makes allowances for looking 
closely at individual member of the public’s views as opposed to being quick to 
accept common responses and discarding the dissimilar views. Thematic analysis is 
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included in this approach as though it does not define set perimeters, it assimilates 
the perimeters of the approaches it is paired with and thus lends itself to the research 
goals of exploring how the public view mTBI. The researcher employs a 
phenomenological approach using interpretative phenomenological analysis to 
explore how former service personnel with mTBI make sense of and understand 
mTBI in the last empirical study. Phenomenology embraces differences and 
subjectivity in accounts of experiences while celebrating the singular experience. 
IPA looks at the outer and inner worldview and embraces variability in how people 
make sense of and understand a phenomenon. IPA’s ability to access the inner and 
outer worldview are along the lines of what the researcher seeks to explore in the 
final study on former servicemen’s accounts of his experience with the injury. The 
cognitive reductionism in SRT is countered by the objectivity (living governed by 
principles laid forth by society) and subjectivity (making life’s choices freely, 
embracing a lived in experience) thereby freeing up the concepts of anchoring and 
objectifying working instead with the hermeneutics aspect of IPA, interpreting the 
lived in experience of the person recounting their experience. 
  
In conclusion, the epistemological positions in the empirical studies in the 
thesis aid the researcher in exploring how mTBI is constructed in those groups. The 
assumptions and concepts inherent in these methods of inquiry serve to enable the 
researcher to differentiate the representations amongst various social groups and 
draw upon common and divergent perceptions of mTBI. Using the literature review 
as a stepping stone, the researcher identifies groups to explore as well as the research 
aims of the thesis. 
 
2.6 Research Aims of the Thesis 
 
In the thesis the researcher aims to explore how different groups make sense 
of mTBI. How the groups define mTBI and what they have to say in terms of the 
impact of its injury form the body of the empirical chapters in the thesis. Using a 
pluralistic approach, social representations theory (as a framework) is paired with a 
series of traditions and methods of analysis to explore how various social groups 
make sense of and understand mTBI in the British military. The first and second 
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study analyzes an official text to explore how the Mild Traumatic Brain Injury Final 
Project Team constructs mild traumatic brain injury (mTBI) in service personnel 
returning from tours of duty in Iraq and/or Afghanistan. In light of media attention, 
the Surgeon General of the Ministry of Defence's Defence Medical 
Services commissioned an mTBI project team to conduct a review of clinical aspects 
and develop a management plan to deal with mTBI amongst service personnel. The 
project team presented their findings and recommendations to the Ministry of 
Defence (MoD) in a final report in March 2008 (Mild Traumatic Brain Injury Project 
Team, 2008).   
 
The first study explores how the Mild Traumatic Brain Injury Project Team 
represents mild traumatic brain injury in service personnel returning from tours of 
duty in Iraq and/or Afghanistan. In this study the researcher explores how brain mild 
traumatic brain injury amongst military service personnel is constructed by the final 
project team members. The researcher explores the type of discourses invoked by 
these constructions and the rhetorical functions performed by these constructions. 
The researcher concludes this exploration by looking at how possibilities for 
providing services and support to military personnel affected by mild traumatic brain 
injury are shaped, if at all, by these constructions of mild traumatic brain injury? 
 
The second study deconstructs the mechanisms used by the military in the 
first stud’s dataset. The researcher explores the processes of delegitimation and 
marginalization employed by the authors of the text. The researcher looks at how 
mTBI’s labeling and symptoms are described by the final project team members. The 
researcher explores how mild traumatic brain injury amongst service personnel is 
constructed in the text paying attention to what the discourses tell us of the ways in 
which the project team report members’ delegitimate and marginalize mild traumatic 
brain injury in their constructions of the military context.  
 
The third study explores how members of the public make sense of mTBI in 
the British military. The researcher explores what members of the public think about 
mild traumatic brain injury in the military as well as the extent of the public’s 
knowledge of mild traumatic brain injury in the military. Given the military focus of 
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the study, the researcher also seeks to explore the views (if any) that members of the 
public have about health care provisions for British veterans of the Iraq and/or 
Afghanistan conflicts.  
 
The fourth study shifts its focus from the macro of the organization (the 
British military in the first two studies) and the general public (the third study) to the 
micro (individual service personnel). The fourth study explores how former service 
personnel with mTBI make sense of their mild traumatic brain injury. The researcher 
seeks answers on the former service personnel’s understanding of mild traumatic 
brain injury while looking at what having mTBI means for the former service 
personnel. The extent (if any) and impact of the injury on the former service 
personnel’s decision to leave the military is also explored.  
 
The Next Chapter 
 
In this chapter the researcher explores how authors of the final project report on 
mTBI perceive mTBI in the British military. 
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Chapter 3. Study1: Discourse analysis of an official report on the 
phenomenon of mild traumatic brain injury (mTBI) in the British 
military                                                                                                                                        
 
3.1  Introduction 
 
Though early records document the presence and knowledge of brain/ head 
injury in ancient times, the injury regardless of its type, was not regarded as an 
epidemic till the twentieth and twenty first centuries when representations of brain 
injury granted it epidemic status (Goldstein, 1990).Goldstein (1990) refers to TBI as 
a silent epidemic. Goldstein (1990) however is not alone in portraying TBI as an 
epidemic. Chua et al (2007) represent TBI (the combination of all traumatic brain 
injuries: mild, moderate and severe) as a twenty first century epidemic.  
 
Other researchers steer clear from the use of the word epidemic and its 
connotation of a widespread panic inducing outbreak, opting instead to portray the 
injury as a serious health risk. Examples of these are Kraus et al.’s (2007) depiction 
of TBI as “a serious public health problem” (p.2508) and Hayward’s (2008) 
categorization of TBI as the “signature of modern conflicts” (p. 200). With such 
representations of TBI it is little wonder that mTBI which is encompassed under the 
TBI umbrella, is explicitly named a “perennially thorny issue” (Feinstein & 
Rapoport, 2000, p. 325).  A United States Congress report by the National Center for 
Injury Prevention and Control (2003) on mild traumatic brain injury sheds some light 
on the reasons for mTBI’s status as a “thorny issue” by stating that the consequences 
of mTBI are not mild and that it would lead to serious public health issues. All these 
serve to construct mTBI’s status in the public health arena. In the thesis, the focus is 
on how mTBI’s status in the military is depicted. Fear et al., (2009) describe how 
mTBI ‘has become an increasingly high-profile battle injury’ (p.1379). Some 
researchers attribute this high profile status to the labeling of the injury; others focus 
on mTBI’s symptoms while another group of researchers state that it owes its status 
to mTBI’s long term effects.  
In an attempt to make sense of this ‘high-profile battle injury’  (Fear et al., 
2009; p. 1379) in this chapter the researcher explores official constructions of mild 
37 
 
traumatic brain injury in the British military as offered by the team members of the 
final project report commissioned by the Surgeon General of the United Kingdom’s 
Ministry of Defence’s Defence Medical Services. In this exploration the researcher 
seeks answers on how mild traumatic brain injury (mTBI) amongst military service 
personnel is constructed by the final project team members; paying particular 
attention to what discourses are invoked by these constructions. The researcher looks 
at what rhetorical functions are performed by these discourses and explores how 
possibilities for providing services and support to military personnel affected by 
mTBI are shaped, if at all, by these constructions of mTBI.  
 
In an attempt to engage with these questions, attention is paid to the recurrent 
discourses in the data set looking at what discourses are raised, paying particular 
attention to how they (the discourses) are constructed. What the discourses construct 
is of interest as it sheds light on the official stance on incidences of mild traumatic 
brain injury amongst British service personnel. 
 
3.2  Method 
 
3.2.1 Background 
 
The data reproduced below are derived from the Mild Traumatic Brain Injury 
Final Project Team Report (2008) obtained from the Ministry of Defence (MOD)’s 
website. The text analysed is written by experts in the field of brain injury in the 
civilian and military contexts. The text used is accessible to members of the public.  
 
This study’s focus is on how the language used opens up and closes off 
various interpretations of the mTBI phenomenon. Some of the rhetorical devises 
discussed later in the analysis are alliteration, three – part lists and positioning 
(Atkinson, 1982; Wooffitt, 2001). Alliteration is where same sounding words or 
letters are used to draw attention to the content being framed. Three – part lists 
typically highlight a course of action by stating it thrice, thereby highlighting it. An 
example would be strengthening, consolidating and reinforcing. All three words refer 
to the same concept of fortifying.  
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3.2.2 Design 
               
In this study, the researcher looks to social constructionism to unpack the 
final project report team members’ constructions of mTBI. Social constructionism 
appeals to the researcher as it focuses on social processes (Conrad and Barker, 2010; 
Danziger, 1997; Gergen & Gergen, 1991). It (social constructionism) assumes that 
the result of the interaction between the social realm, the realm of the individual and 
our actions are linked to our beliefs (Hoffman, 1990; Houston, 2001). It perceives 
‘reality’ to be socially constructed, using language as a medium to construct a 
version of reality and present one’s knowledge on a social reality (Korsgaard, 2007). 
Discourse analysis being a part of the social constructionist approach, is a way in 
which we perceive social reality (Pedersen, 2009). It approaches language as a 
construction of reality determined by social interaction (Gee, 2011; Jørgensen & 
Phillips, 2002).  
 Discourse can be differentiated into two levels: ‘molecular’ and ‘molar’ 
analysis (Wetherell, 1998, pp. 390). On the molecular level the analysis deals with 
action orientation and stake accountability while on a ‘molar’ level the analysis 
would typically expand on power and subject positions in the discourse (Gill, 2000; 
Hollway, 1984). Action orientation looks at what the discourse is setting out to do 
(Gill, 2000). In other words, attributing the function or reconceptualising the actions 
in the discourse (Potter & Edwards, 1990). Stake accountability in a discourse 
expands on this by going beyond describing the role, focusing instead on the impact 
of the position taken by the role (O’Reilly, Dixon-Woods, Angell, Ashcroft & 
Bryman, 2009). Therefore, discourse analysis explores social practices such as texts 
and verbal communication by paying attention to rhetorical devices that describe and 
embody those practices (Potter, 1996a). The researcher subscribes to Wood and 
Kroger’s (2000) interpretation of Potter and Wetherell (1987)’s version of discourse 
analysis there are three assumptions of discourse analysis: 1) discourse constitutes 
action, 2) discourse draws attention, and 3) that there is variability both within and 
between participants engaging in discourse.   
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In conclusion, this study employs a social constructionist approach using 
discourse analysis to analyze the final project team report. 
3.2.3 Data analysis 
The data in this study is analyzed using discourse analysis. The focus here is 
to observe what patterns are located in the constructions and what functions the 
language used holds for these constructions (Taylor, 2001). This type of discourse 
analysis can be described as ‘epistemic’ (Horton-Salway, 2001, pp. 148). That is, it 
focuses on the constructions rather than a descriptive analysis. The researcher reads 
and re – reads the data to get a sense of the discourses being constructed in the 
report. The tone of the discourses and what images they invoked give an impression 
as to the version of reality being constructed in the final project report. Initial 
discourses are identified along with quotes that exemplified these discourses. The 
data is then reanalyzed by the researcher to discern patterns or differences in the 
discourses so as to formulate a story pieced together by the constructions. How the 
report spells out mTBI’s presence in the military, what it highlighted, what it 
dismissed and the language used in discussing mTBI form the core of the analysis. In 
essence, it looks at how mTBI is presented in this report. The analysis was read by 
the researcher with the aim of ensuring the extracts identified represented the 
discourses constructed by the final project team members. This is to ensure 
credibility in the interpretation being constructed.  The constructions presented here 
are the researcher’s interpretations of the project team members’ constructions. It is 
possible that other interpretations of the data set might be constructed.  
  The data in this dataset could have been analyzed using critical discourse 
analysis since critical discourse analysis like discourse analysis deals with discourses 
and looks at social interaction. However, discourse analysis is employed here rather 
than critical discourse analysis as critical discourse analysis deviates from discourse 
analysis in terms of the attention it pays to inequalities in social relations. While 
discourse analysis draws out what the text/ discourse is saying critical discourse 
analysis focuses on the researcher’s interpretation of the domination of one discourse 
over another. Critical discourse analysis looks particularly at what is highlighted and 
what is relegated to the sidelines. As this first study is a preliminary investigation of 
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how the final project report team members construct mTBI, it is necessary to employ 
discourse analysis in the first instance to look at the variations in discourse rather 
than focusing on what the researcher discerns as: is emphasized or is not said in the 
text. Using discourse analysis enables the researcher to explore how the type of 
discourses constructed here serves to inform our understanding of how the authors of 
the report perceive mTBI in the military context.  
 
 In addition, the study employs the overall framework of social representations 
theory to explore final project team members’ (the authors of the mTBI final project 
report) representations of mTBI. To recap, social representations theory seeks to 
render the unfamiliar familiar (Marková, 2008). It has been used in research to 
explore how the public understand matters pertaining to science (Farr, 1993). Here, 
the use of social representations theory accords the researcher the opportunity to 
explore how the final project team members define the mTBI phenomenon in the 
British military. Using discourse analysis in a pluralistic approach with an 
overarching framework of social representations theory counters some of the 
criticisms levelled at social representations theory in the previous chapter. One of 
these criticisms is cognitive reductionism (Voelklein & Howarth, 2005).  Cognitive 
reductionism involving the SRT concepts of anchoring and objectification is 
countered by the use of discourse analysis (Voelklein & Howarth, 2005).  While the 
anchoring and objectification processes of social representations theory work to 
contain or define a situation within a set of terms, discursive psychology (which 
discourse analysis is a part of) enables the introduction of new labels (e.g., traumatic 
brain injury and signature injury) and renegotiates old labels such as shell shock and 
posttraumatic stress disorder within the context of the discourse. Given the final 
project team members’ identities as scientists and (in some cases) members of the 
military, their group associations may have framed the constructions. To date, no 
analysis of official texts on mTBI in the British military has been undertaken. As 
such an analysis of the report commissioned by the Surgeon – General of the 
Defence Medical Services could possibly present mTBI in terms of how the British 
military has defined it: its origins, the effect of mTBI on the British military and the 
military’s plans to contain (treat and manage) it. The extracts included in the analysis 
were selected because they were representative of the constructions presented in the 
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data set as a whole. In the final project team report, the historical reference, scientific 
evidence, stereotypes and the notion of compensation form the elements in the 
investigation, treatment and management plans for the phenomenon of mTBI in the 
British military.  
 
3. 3  Analysis 
 
The main focus of the study is how mTBI amongst British service personnel 
is constructed by the final project report team members. The project team members 
centre their constructions of mTBI on three discourses: ambiguity, care and 
collaboration discourses. In the extracts on the ambiguity discourse, attempts are 
made to remove the ambiguity surrounding mTBI and at other times in the same 
discourse, mTBI is presented as uncertain. The first seven extracts presented here are 
constructions of the ambiguity shrouding mTBI. Please note that the line numbers in 
the extracts below describe the lines as they appear in the chapter and are not 
indicative of where they appear in the final project team report in Appendix A.  
 
3. 3.1 mTBI: a phenomenon shrouded in ambiguity 
 
The ambiguity of mTBI seem to revolve around the pathology; the number of 
incidences in the UK being unknown; and the disparity in the number of incidences 
of mTBI across both sides of the Atlantic. With the proclamation at the onset of the 
report that traumatic brain injury (TBI) “is not a new phenomenon” (p. 2, para 1; p. 
4, para 1), attempts are made to dispel the uncertainty surrounding mTBI. The 
construction of mTBI as an old phenomenon downplays its implications and serves 
to render it familiar. Moscovici (1998) had previously stated that history weighs 
heavily on the bearing of present events. As such, in the below extract, the final 
project team members’ references to past phenomenon similar in aetiology to mTBI, 
such as shell shock and post concussion syndrome weigh heavily in the 
representations constructed in the report.   
 
In extract 1 below, mTBI continues to be constructed as “not a new 
phenomenon” (lines 1–2). The positioning of the words “almost certainly” (line 1) 
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before the negation of mTBI as a new phenomenon serves to construct its status as a 
long standing one. The coupling of shell shock and PCS from the two World Wars 
with mTBI of the present conflict lends support to the construction of an old 
phenomenon. The three – part list “share striking symptomalogical similarities” (line 
4) draws attention to this old phenomenon construction, highlighting the similarities 
in the pathology of the three medical phenomenons. Here, Brown’s (1995) first two 
stages of illness constructions are presented. Extract one discusses the emergence of 
the phenomenon by positioning the emergence as an old phenomenon. The 
identification of mTBI qualifies it as a condition that is questionable based on 
Dumit’s (2000) list of characteristics (described earlier in chapter 3): MTBI shares 
similar pathology to shell shock, a disorder whose very status as a disorder was 
constructed elsewhere in the report as highly contested.  
 
Extract 1 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
1 7. MTBI sustained during military operations is almost certainly not a new 
2 phenomenon. Shell shock during World War 1 and post-concussion syndrome 
3    (PCS)during World War 2 share striking symptomalogical similarities with 
4    mTBI.  
 
However, just as the ambiguity shrouding mTBI is lifted, it is pushed back 
into uncertainty in extract 2 and 3. In these two extracts, the causes of mTBI are 
constructed as uncertain and the incidences of mTBI is declared “unknown opening 
up constructions of a new, mysterious phenomenon.  In extract 2, the use of the term 
‘thought’ (line 6) suggests that the cause of mTBI is not a confirmed fact: it creates a 
possibility for contesting the presented cause and a space for other possible causes. 
This is in line with another characteristic on Dumit’s (2000) list that presents mTBI 
as a questionable condition. Extract 2 attempts to use the objectification process of 
social representations theory to render the group jargon on the definition of the cause 
of mTBI by representing it in common vernacular. It describes ‘changes in velocity 
resulting in brain shearing’ (lines 5-6) as something that has been thought to be a 
possible ‘cause of mTBI’ (line 6). The project team members thereby attempted to 
simplify the possible cause into the common vernacular rather than scientific lingo.  
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However, given their collective representation as scientists, they do not 
succeed entirely in breaking down scientific terms. “Diffuse axonal injury” (line 5) is 
not a concept that is familiar to those outside the scientific circle and remains pretty 
much a mystery even when followed up with the ‘changes in velocity resulting in 
brain shearing’ (lines 5–6).  In extract 3, the worldwide incidence of mTBI being 
unknown continues to work up uncertainty (line 10). 
 
Extract 2 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
5 (1) Diffuse axonal injury following sudden changes in velocity 
6      resulting in brain shearing is thought to be the cause of mTBI. 
 
The mysterious, uncertain aspect of mTBI is constructed once again in extract 
3 when a wide range of symptoms linked to mTBI are deemed to overlap with other 
known ‘psychological disorders’ (lines 7-8). Extract 3 addresses the unofficial 
numbers of incidences. Line 10 about the worldwide incidence of mTBI being 
unknown contributes further to the working up of uncertainty and adds further to 
Dumit’s (2000) list of characteristics on questionable conditions which have 
unknown incidences and overlapping symptoms.  
 
Extract 3  
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
7 (3) A wide range of symptoms assigned to mTBI overlap with other 
8  recognised psychological disorders. 
9 e. Epidemiology. 
10 (1)World-wide the true incidence of mTBI is unknown. 
11 (2)The reported worldwide incidence of mTBI cases seen in 
12 hospital is 100-300/100,000 per year. The incidence in self-reported 
13 population studies is often more than 600/100,000 per year. 
14 (3) Unpublished data suggests that the mTBI rate seen in current 
15 conflicts is likely to be less than 2% of all injuries. However, the data 
16 that have generated this incidence have not been collected with a view 
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17 to satisfying the Holm/WHO definition. 
18 (4) The rate reported from the US is that mTBIs are sustained by 12- 
19 16% of all service personnel suffering injuries. 
20 (5) 80% of all civilian brain injuries seen at UK A&E departments are 
21 mild. 
 
An incidence of mTBI in conflicts is presented in line 14 but in such a way 
that grounds for contesting this figure are simultaneously presented: the data are 
‘unpublished’ (and thus are constructed – for those knowledgeable about the 
construction of academic evidence – as not having been subjected to a peer review 
quality check) and there is a query about these data satisfying the new ‘Holm/ WHO’ 
criteria (line 17). Quantification rhetoric is a feature of discourses when making a 
case in point or undermining an existing situation (Potter, Wetherell & Chitty, 1991).  
Across this extract, the presence and absence of (in the case of United 
Kingdom’s statistics for mTBI in the military) quantification rhetoric and the 
(opening up of possibilities for) contestation of claims serve to construct uncertainty 
about the ‘reality’ of the situation (lines 12–20). The quantification rhetoric in this 
extract also serves to anchor the mTBI phenomenon to the existing literature on 
mTBI. Bauer and Gaskell (2008) had mentioned that the extent to which people 
relate to a social representation is related to how much they identify with the 
particular social group. The final project team members relate to mTBI as scientists’. 
They attempt to conceptualize their understanding for the layperson using 
quantification rhetoric in a story telling fashion to represent the mTBI phenomenon 
in a public domain as opposed to a military domain. When mTBI incidences are 
described in the military context in this extract they are accompanied by disqualifiers 
such as “unpublished” (line 14) data and “not collected with a Holm/WHO 
definition” (line 16–17). Thus in the naming and classification processes of 
anchoring the mTBI phenomenon, the project team members work up representations 
of the phenomenon as uncertain and not a major risk amongst service personnel with 
“less than 2%” (line 15) of the military population sustaining mTBI. The next extract 
below however, suggests that there is more to the uncertainty that shrouds mTBI and 
incidences of mTBI in the military may in fact be higher than previously reported.  
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Extract 4  
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
22                                                                            In 2005, mild Traumatic 
23 Brain Injury (mTBI) attained a high profile within Congress when data 
24 suggested that its incidence in the military was higher than previously 
25 suspected. 
 
In extract 4, the final project team members draw on the representation of 
mTBI in the US Congress. They classify mTBI as higher profile than “previously 
suspected (lines 24-25). The extent of the incidence of mTBI and the attention given 
to it adds to the air of uncertainty attached to mTBI. The suggestion of attaining ‘a 
high profile’ (line 23) within a body of authority such as the US ‘Congress’ (line 23) 
constructs the level of importance given to mTBI occurring within another important 
body of authority, the US military (line 24). The suggestion rather than confirmation 
adds to the shroud of uncertainty surrounding mTBI (line 24). The uncertainty and 
concern over mTBI continues in the next two extracts. In extract 5 the disparity 
between the UK and the US incidences of mTBI ferments the uncertain aspect of 
mTBI further. In extract 6 and 7 the long term effects of mTBI on military personnel 
are constructed as uncertain. 
 
Extract 5 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
26 UK/US Comparisons. The incidence of mTBI sustained by UK 
27 military personnel appears to be lower than the US experience. The reasons 
28 for the difference in comparison to US figures are not fully understood. 
 
Extract 5 works up representations of classifying experiences with mTBI as 
different in the British and American military setting. However, attempts to anchor 
mTBI as familiar fall short on account of the naming process. In the above extract, 
the project team members are unable to provide distinct rationale distinguishing the 
differences in experiences of both nations. The extract explicitly states that the 
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‘incidence of mTBI’ amongst UK military personnel is lower than the US experience 
(lines 26- 27).  The air of uncertainty created by the word ‘appears’ (line 27) 
suggests nothing is known for sure and therefore warrants caution. It goes on to 
construct the difference as ‘not fully understood’ (line 28). This constructs the 
phenomenon as at least partially indeterminate and therefore works up a need to 
exercise caution when comparing the incidences of mTBI in the two countries. It 
furthers the construction of the uncertainty attached to mTBI and how it could be 
different when both countries sent their troops to Iraq and Afghanistan. This 
subscribes to Dumit’s (2000) point about questionable conditions having a level of 
uncertainty and ambiguous incidences of mTBI. The next extract continues to add to 
the questionable status with the air of uncertainty. Adding to the confusions 
stemming from the ambiguities surrounding mTBI, the presentation of mTBI 
symptoms beyond three months set the stage for the next discourse on the continuum 
of care. Extract 6 presents quantification rhetoric from 1986 and weighs it against 
“recent US investigations” (line 32). It counters earlier constructions in the final 
project report on being symptoms free beyond three months (line 30). Here, there are 
attempts to classify mTBI as an injury which can be subdivided into two categories: 
those who are symptom free “within three months” (line 30) and those who have 
“enduring” (line 32) symptoms. 
 
Extract 6  
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
29 Although a study conducted in 1986 showed that most 
30 subjects recover within three months of injury (only 8% having significant 
31 symptoms at follow-up a year later),  recent US investigations suggest a  
32 higher proportion with enduring disorders. 
 
Extract 6 constructs mTBI’s staying power. Here, the positioning of the word 
‘only’ (line 30) before the presentation of quantification rhetoric ‘8%’ (line 30) 
attempts to defend the notion that mTBI normally results in being symptom free 
‘within three months’ by drawing focus to the small percentage presented (line 30). 
However this construction is quickly shut down by the ‘recent US investigations’ 
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(line 1020) suggesting a ‘higher proportion with enduring disorders’ (lines 31–32). 
The use of the adjective ‘enduring’ (line 32) before disorder in reference to mTBI 
suggests the long – lasting almost permanent nature of mTBI adding to the 
construction that mTBI is here to stay. The ambiguity of mTBI and its long term 
effects are constructed in the next extract. 
 
Extract 7  
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
33 a. There is concern about the potential long term adverse health effects 
34 that mTBI and repeat concussions might have on military personnel. The  
35 time taken to be fully deployable again after mTBI is unknown. The UK  
36 shares this concern. 
 
 In extract 7 mTBI is constructed as possibly having ‘long term adverse health 
effects’ (line 33). It is worked up as having a role to play in determining the 
timeframe military personnel would take ‘to be fully deplorable again’ (line 35). This 
construction is developed further with the emphasis on ‘UK shares this concern’ 
suggesting this concern of operational capability is felt elsewhere (lines 35–36). In 
this extract mTBI appears to be in for the long haul. In extract 7 the final project 
team members objectify their representations of mTBI by keeping things simple by 
not using scientific jargon to describe long term effects of mTBI. Instead they 
represent mTBI as a phenomenon which leaves the service personnel with an 
uncertain timeframe as to when they can be deployed again post injury.   
 
 The ambiguity discourse here constructed the ambiguous nature of mTBI, the 
unknown incidences of mTBI in the UK military populations, mTBI’s pathology and 
similarities with other disorders/ syndrome and its staying power all serve to work up 
a need to ensure a continuum of care is in place. Based on past lessons in history 
where veterans (from the Vietnam War and World Wars one and two) have returned 
and faced health issues previously unheard of, here it seems like a natural 
progression to set up a care plan for the treatment of injured service personnel. 
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3.3.2 Spectrum of continuum of care 
 
With the emergence of brain injury as a signature injury of the Iraq/ 
Afghanistan conflict, it was imperative to look into how the personnel would be 
treated (Borg et al. 2004; Hoge et al, 2008; Holm et al. 2005). Brain injury was 
deemed a silent injury by many afflicted by it as well as by the scientific community 
at large (Feinstein & Rapoport, 2000).  The notion of continuous care by the Ministry 
of Defence (MoD) made up the second segment of the project team members’ 
construction of brain injury amongst military personnel. The first extracts of the care 
discourse were centered on the US care plan and are juxtaposed against the UK’s 
care plans for service personnel. The focus of their discourse was the presentation of 
past, present and future care plans. The last extract in the care discourse however, 
focused on post mTBI and the minority of patients presenting symptoms three 
months after mTBI.  
 
Extract 8  
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
37 2. The US Defence and Veterans Brain Injury Centre (DVBIC), formerly the 
38 Defence and Veterans Head Injury Program (DVHIP) (established in  
39 1991) coordinates military TBI evaluation and data collection. In 2005,  
40 mild Traumatic Brain Injury (mTBI) attained a high profile within Congress  
41 when data suggested that its incidence in the military was higher than  
42 previously suspected. In January 2007, the US Department of Defence  
43 (DoD) established a TBI Task Force, to undertake an assessment of the  
44 diagnosis, treatment, research and resources required to manage mTBI. 
 
45 3. In the UK, Defence Medical Services (DMS) staffs have been involved in 
46 work on TBI for several years although more focused on the moderate  
47 and severe sectors of the spectrum. The UK already routinely screens all  
48 the personnel who are admitted to the Defence Medical Rehabilitation  
49 Centre (DMRC) Headley Court with multiple injuries for signs of brain  
50 injury. In addition the Defence Science and Technology Laboratory (Dstl)  
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51 Porton Down has been researching aspects of traumatic brain injury as a  
52 component of the combat casualty care programme. Dstl is undertaking  
53 world-leading research on neural markers subsequent to head injury and  
54 this work is of particular interest to the US. 
 
Extract 8 highlights service provision and not the service users. With the 
exception of line 53 where there is reference to a “neural marker” the rest of the 
extract is descriptive of the prescriptive care plan in force. They describe what the 
two nations have done in terms of contingency planning. Project team members 
objectify the work done by brain injury centres, rehabilitation programmes and brain 
injury task forces by representing them in laypersons’ terms not going into specifics.  
The scientific representations in the extract point to all that has been done from start 
to finish (from when the mTBI phenomenon became known and till date of the 
report). The contingency planning of the two countries, the United States and the 
United Kingdom, is constructed in lines 3 –54. The introduction of the years 2005 
and 2007 (lines 39 and 42) serves to construct the timeline of the importance given to 
mTBI and the development of containing the issue since then by establishing a task 
force and a project  (line 43) aimed at the diagnosis of mTBI and its management 
(line 44). An implicit comparison is made in the presentation of the US work and UK 
work on mTBI in the military (lines 37–54). Lazarus’ (1993) temporal frame of 
coping with the situation by learning from the past, present and future is evident in 
this extract. In line 47, the use of the adverb ‘already’ before routine screening 
suggests this has been carried out. The present participles ‘researching’ and 
‘undertaking’ (lines 51-52) suggest work in progress. A hint of UK being ahead in 
the research is seen in line 53 with the construction of ‘world – leading research’ of 
‘particular interest to the US’.  In line 52, the mention of a ‘combat casualty care 
programme’ reinforces the construction of caring for its own kind. 
 
Extract 9 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
55 4. Both the UK and US military medical communities face similar challenges 
56 concerning the clinical manifestations of mTBI (including the symptoms,  
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57 signs, and results of special investigations that will define a case) and the  
58 management of cases in the short, medium and long term. This is  
59 particularly so at the mildest end of the spectrum where seemingly  
60 inconsequential head trauma might provoke disabling and enduring  
61 symptoms. 
 
Extract 9 above suggests similarities in the US and UK ‘military medical 
communities’ in lines 55–58. The three - part list ‘symptoms, signs and results’ (lines 
56-57) and the management of ‘short, medium and long term’ (line 58 suggests a 
continuum in the care planning. However the next lines (lines 59-60) ‘seemingly 
inconsequential head trauma’ constructs callousness in how the working team 
members views mTBI. In this extract the “military medical communities” (line 55) of 
both nations are represented as facing “similar challenges” (line 55). No delineation 
is named in their care plans. An attempt at classifying mTBI was made with a 
reference to the mildness of mTBI (line 59). However the reference of mild mTBI 
was teamed up with effects of “disabling and enduring symptoms” (lines 60-61) 
thereby discrediting any naming of distinct characteristics in the symptoms in the 
traumatic brain injury spectrum. 
 
Extract 10 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
62 5.   Consequent upon increasing concern at the potential incidence and 
63 significance of mTBI, the UK Surgeon General (SG), in June 2007,  
64 directed that a project be set up, to run for 6 months, to conduct an  
65 extensive review of the clinical issues and research being conducted in  
66 the areas of diagnosis and management of mTBI2. The team consulted  
67 widely with laboratory and clinical specialists, in the UK and overseas,  
68 both military and civilian. 
 
After the construction of the UK’s superiority over the US efforts, the next 
extract concentrates solely on the UK care plan. It unfolds the plan up to the present 
time. It gives the background to the mTBI final project report. The timeline and 
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sense of urgency in dealing with mTBI in the United Kingdom (UK) is constructed 
in lines 62-64. The ‘increasing concern’ (line 62) at the ‘potential incidence’ (line 
62) set the stage for a series of follow ups in contingency planning with a project ‘set 
up, to run for 6 months’ (line 64). The words ‘extensive review’ (line 65) and the 
team consulting ‘widely’ (line 67) in the local and overseas settings (lines 67–68) 
across military and civilian circles suggests collaboration (line 68) as well as 
precision in ensuring all bases are covered in securing information on dealing with 
the issue at hand: the incidence of mTBI in military settings. The overall construction 
here is of the UK’s efforts and the superiority to the US efforts as well as the 
attention to the minute details of care right down to the individual service personnel. 
Extract 11 continues the present to future time frame with references to the project 
directions and the rolling out of the questionnaire and educational material. 
 
Extract 11 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
69 6. An interim report was delivered on 14 Sep 07 which outlined the direction 
70 of the project and recommendations for further work, including evidence- 
71 based interventions. The report formed the basis for discussion at a  
72 plenary meeting at the project mid-point when the future direction for the  
73 project was agreed.  
74 7. Educational material dealing with awareness and early management of  
75 the symptoms of cognitive disturbance has been issued via the chain of  
76 command down to individual level. Separate advice has been promulgated  
77 to Service General Practitioners. 
78 8. The diagnostic/surveillance questionnaire has been rolled out and staffs 
79 are being recruited to administer and run the mTBI enhancements to the  
80 Moderate Brain Injury Programme at DMRC. 
 
In extract 11, mTBI is classified as an injury “involving cognitive 
disturbance” (line 75) which requires a management plan on different levels: 
“evidence-based interventions” (lines 70-71. “Educational” (line 74) and 
“diagnostic” (line 78). In lines 69-73, there is a construction of an interim report and 
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future directions for intervention. The importance of the research going into the 
project report and contingency planning is constructed with the ‘plenary meeting at 
project mid – point’ (lines 72). The introduction of educational ‘materials dealing 
with awareness and early management’ (line 74) to be ‘issued via the chain of 
command down to individual level’ (lines 75-76) and separate advice given to 
service general practitioners adds to the construction of the continuum of the care 
(lines 76-77). It serves to construct work already carried out at every level of military 
hierarchy. This construction is carried a step further in lines 78–80 when the reports 
states that the diagnostic questionnaire ‘has been rolled out and staffs are being 
recruited’ to ‘run the mTBI enhancements to the Moderate Brain injury Programme’. 
Apart from constructing the future direction of the care continuum, this serves to 
close all forms of opposing views as to whether every angle of assessing, 
approaching and solving the problem has been considered by constructing the notion 
that every aspect has been dealt with. While extracts 8 - 11 suggest a continuum of 
care and espouse diagnostic and intervention care plans in a past, present and future 
temporal frame, the extract below constructs the perception of personnel who have 
persistent symptoms after/ beyond 3 months. 
 
Extract 12  
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
81 d. Persistence and Overlap of Symptoms of mTBI. 
82       (1) Persistent symptoms beyond 3 months have little correlation with 
83       the initial exposure itself but are strongly correlated with pre-existing 
84 psychiatric and social factors and compensation seeking. 
85 (2) Persistence of symptoms after 3 months is seen in a minority of 
86 patients but such symptoms can cause significant functional impairment. 
87 The persistence of symptoms one year after injury is evident in about 1- 
88 2% of patients. 
 
Recalling extracts 6 and 7’s suggestion of enduring symptoms beyond three 
months and long term effects of mTBI, the construction in extract 12 attempts to 
address long term health effects and enduring symptoms. Extract 12 shifts from 
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extract 6’s classifying of mTBI into two categories: within three months and beyond 
three months by dividing the latter category into two groups: symptoms after three 
months and symptoms after a year. Distinctions in the categories are named: those 
with symptoms beyond three months are “strongly correlated with pre-existing 
psychiatric and social factors and compensation seeking” (lines 83-84). In addition, 
those with symptoms beyond three months are represented as having the possibility 
of having “significant functional impairment” (line 86). Extract 12 serves to dispel 
the notion that symptoms after 3 months are part of exposure as a result of military 
duty, constructing them instead as a pre – existing factor and linking them with 
compensation seeking (lines 83-84). This construction delegitimizes the military 
responsibility to personnel with long lasting effects. Coupling this notion of beyond 
three months with compensation seeking may constitute a rhetorical strategy for 
locating cause outside the military context and thus deflecting responsibility (of the 
form ‘this condition was not caused by exposure to blasts but was present before’) 
and therefore constructing a reworking perhaps of compensation packages to sieve 
out pre – existing injuries. Before this notion can be contemplated, the construction 
of this group of individuals being in the minority (line 85) constructs it as a marginal 
issue. However when teamed with ‘significant functional impairment’ (line 86) it 
gives rise to concern over the care of these individuals and the cost of such care. 
Before this impact on the functional capacity of the armed forces can be dwelt on in 
lines 87-88, the presentation of quantification rhetoric of ‘1 – 2% of patients’ 
undermines its importance (Potter, Wetherell & Chitty, 1991).  
 
The implications of the constructions presented here undermine the notion of 
“combat casualty care” (line 52) constructed in extract 8. It suggests that the long 
term care plans alluded to in extract 11 would not necessarily be handed down to 
service personnel at the individual level. It also constructs the MOD as trying to 
attribute long term enduring effects (previously constructed in earlier extracts as a 
feature of mTBI), to now be an attribute of a pre existing conditions and 
compensation seeking. This is in keeping with Wellard’s (1998) observation of 
normalization in illness constructions where persons failing to meet the set norm, in 
this case being symptom free after three months, are constructed as deviant.  
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The US and the UK are the two key nations involved in the policing of the 
conflict in Iraq and Afghanistan. The earlier discourse of ambiguity surrounding 
mTBI and the current discourse on the spectrum of continuum of care constructed the 
collaboration between the US and the UK and also the way in which the two nations 
dealt with mTBI amongst their military service personnel. This leads to the final 
discourse on the consortium of collaboration between the US and UK in grappling 
with mTBI in military settings. 
 
3.3.3 Collaboration consortium across both sides of the Atlantic 
 
In this discourse on the collaboration between the two nations, the supremacy 
of the UK system over the US, the two systems being on par with each other and the 
difficulties in making direct comparisons between the two nations’ data are worked 
up. Four extracts are presented here that construct collaboration consortiums across 
both sides of the Atlantic. In extract 13 the positioning of the adverb ‘closely’ (line 
90) before ‘aligned (line 90) suggests the intimate association between the nations in 
dealing with mTBI. Here the strong collaboration is worked up from the taxonomy to 
classification of mTBI, extending to the research into mTBI (lines 90 – 92). In this 
extract, the two nations seem to be on equal footing in dealing with mTBI in a 
military setting.  
 
Extract 13  
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
89 d. 
90 The UK and US are closely aligned concerning taxonomy and 
91 classification of mTBI and are working together on a number of areas of 
92 clinical and laboratory research that will shed more light on mTBI. 
 
While extract 13 names the two nations as “closely aligned concerning 
taxonomy and classification of mTBI” (lines 90-91), extract 14 below attempts to 
classify the two nations efforts at managing mTBI in their militaries by stating what 
the UK has already set in force and that the US would be particularly interested in 
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head injury neural markers (lines 101-103). Extract 14 was a part of extract 8 in the 
earlier discourse on care. It lends itself to the collaboration discourse with the 
supremacy of the UK system worked up stealthily starting from the ‘several years’ 
(line 94) that the ‘Defence Medical Services’ (line 93) - a body of knowledge in the 
military medical spectrum spent working on moderate and severe TBI. The extract 
then adds to the construction of building on past knowledge by stating that the ‘UK 
already routinely screens all the personnel who are admitted to the Defence Medical 
Rehabilitation Centre (DMRC) Headley Court’ (lines 95-97). 
 
Extract 14 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
93           3.      In the UK, Defence Medical Services (DMS) staffs have been  
94            involved in work on TBI for several years although more focussed on  
95            the moderate and severe sectors of the spectrum. The UK already  
96            routinely screens all the personnel who are admitted to the Defence  
97            Medical Rehabilitation Centre (DMRC) Headley Court with multiple  
98            injuries for signs of brain injury. In addition the Defence Science and  
99            Technology Laboratory (Dstl) Porton Down has been researching  
100           aspects of traumatic brain injury component of the combat casualty  
101           care programme. Dstl is undertaking world-leading research on neural 
102 markers subsequent to head injury and this work is of particular  
      103           interest to the US. 
  
In this extract, another agent of authority ‘the Defence Science and 
Technology Laboratory (Dstl)’ (lines 98-99) is introduced. This suggests a collective 
effort of agencies (the DMS, DMRC and Dstl) across the UK looking into caring for 
and managing mTBI. The past participle of ‘researching’ (line 99) works up the 
notion of this ‘combat casualty care programme’ (line 100-101) being in place or 
researched for some time.  Supremacy of the UK system is hinted at with ‘world – 
leading research’ (line 101) and that it might be of ‘particular interest to the US’ (line 
102-103). The use of the adjective ‘particular’ (line 102) draws attention to the US 
being singled out as a nation that might benefit from this cutting – edge research. In 
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extract 15 the collaboration between the two countries is constructed once again 
within the framework of UK supremacy. 
 
Extract 15 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
104 d. UK/US Alignment of Data Gathering. Where the UK can align itself 
105 with the US in such areas as data collection, this will enable valid comparisons 
106 of experience and clinical outcomes. The UK has based its screening and 
107 diagnostic tool on the WHO definition of mTBI using the framework of the US 
108 Military Acute Concussion Evaluation (MACE). It must be noted that the  
109 MACE questionnaire has not yet been validated in a US military environment. 
 
Similar to extracts 13 and 14, extract15 constructs UK and US alignments on 
the treatment and management of mTBI in their militaries. While extract 13 had 
constructed the two nations working together here the UK’s moving ahead is 
emphasized with the use of diagnostic tolls based on “WHO definition of mTBI” 
(line 107). This demonstrates the fluidity of the representation of collaboration where 
they sometimes work together and where one nation is ahead of another at times. In 
extract 15 the UK is positioned as a nation that can apart from aligning itself with the 
US in terms of collection of data and experience in the clinical management (lines 
105 – 106), supersede the US in delivery (lines 108 – 109). The screening for mTBI 
in the UK setting is classified as having been validated while the US military has not 
done so.  This labelling of validated and not validated is an attempt at naming 
differences in two nations’ approach to mTBI in the military. This process of naming 
the distinctions between both nations in screening service personnel is continued in 
the next few extracts. The UK used the US framework of MACE (lines 107 – 108) 
suggesting US is ahead in terms of evaluation of mTBI. This construction is quickly 
closed off with the observation that that MACE questionnaire has not been ‘validated 
in a US military environment’ (line 109). Extract 14’s construction of screening of 
all troops with multiple injuries and the construction here of screening with MACE 
suggests that the UK is already in the process of validating MACE in a military 
setting, suggesting that it is ahead of the US. This process of naming the distinctions 
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between both nations in screening service personnel is continued in the next few 
extracts. This suggestion is worked up in the construction of supremacy in extract 16.  
 
Extract 16  
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
110 18. It is however difficult to make direct comparisons with US data because of 
111 critical differences in the definitions and inclusion/exclusion criteria utilized. 
112 Additionally the questionnaires used to define cases by each study are slightly 
113 different. The US has still to validate a questionnaire that identifies mTBI cases  
114 at the time of injury. In this last respect, the UK are probably as far advanced as  
115 the US, if not slightly further ahead as piloting of the UK instrument to identify  
116 mTBI is currently being undertaken in both major operational theatres. 
 
In extract 16, the difficulty in the naming process: to a direct comparison 
between the two nations is worked up at the very start of the extract (line 110). The 
differences in criteria and definitions are supposedly behind these difficulties (lines 
111 – 113). The representations of difficulty and differences in “definitions and 
inclusion/ exclusion criteria” (line 111) between the two nations serve to anchor 
mTBI as a phenomenon that is difficult to classify with blurred boundaries on what 
to include and what to exclude when trying to define and identify its symptoms. 
However, this construction of difficulty in comparing the two systems is closed off 
as soon as its starts with the declaration that the US has yet to ‘validate a 
questionnaire that identifies mTBI cases at the time of injury’ (lines 113 – 114). The 
suggestion that the US is lagging behind the UK is worked up in lines 114 – 115. At 
first the UK is constructed as probably as advanced as the US suggesting both 
countries are on par. This opens up the possibility of constructing the UK as further 
ahead than the US with the ‘piloting of the UK instrument’ (line 115).   This 
construction of UK supremacy and being ahead in the research is shared in the next 
extract. 
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Extract 17 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
117 25. I would expect that our US colleagues have invested substantial resources  
118 in the development of these sensors, and their procurement. At this time there  
119 is little information available on how they are going to analyse and use this  
120 data. 
121 26. In my view there is a moderate degree of technical risk that the data being 
122 collected from the helmet sensors may not correlate to mTBI(blast). 
123 27. The UK approach, initially understanding the scale of the problem and then 
124 determining the mechanism of the injury should help define the requirements  
125 for the capture of data from such sensors. This information may have  
126 significant value to our US colleagues and may well complement similar  
127 research they may have in place. 
 
 In extract 17 representations of UK supremacy are made with classifying the 
US efforts at developing sensors as still in its early stages with “little information 
available on how they are going to analyse and use this date” (lines 119-120). The 
UK approach is suggested as a solution to the problem of capturing data from the 
sensors the Americans had developed. It is constructed as complementing current US 
research (lines 126-127). The US is constructed as engaging in longstanding efforts 
to deal with the mTBI phenomenon by investing ‘substantial resources’ (line 117) in 
developing sensors. This construction is promptly shut down with the suggestion that 
there is little information on how the US is going to analyze or use their research 
(line 119). The subsequent suggestion of the UK approach adding ‘significant value 
to our US colleagues’ (lines 117 – 125) works up collaboration between the US and 
the UK on the research front besides hinting at supremacy of the UK approach when 
it (the UK approach) comes up with solutions to research that has been undertaken in 
the US. The US efforts are then further delegitimized with the construction that 
helmet sensors might not correlate to blasts (their main purpose of the research to 
begin with) (lines 121 – 122). 
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In conclusion, the researcher utilizes Gergen and Gergen’s (1986) three 
narratives in illness constructions to summarize the constructions in the study: a 
progressive one that orients towards the achievement of the goal, a regressive 
narrative that alludes to the impediment of the goal and the third narrative is a stable 
one where no change occurs. The final project team members’ constructions of mild 
traumatic brain injury move from one end of the spectrum to another. They begin 
their constructions with a regressive narrative where they construct mild traumatic 
brain injury as a heterogeneous disorder. The identification and diagnosis as well as 
its labelling as a disorder are constructed as impeding the management of the illness 
as it could potentially create chaos and confusion amongst the service personnel 
about the actual state of their well being. The final project team members then 
construct a progressive narrative describing the development and implementation of 
a diagnostic tool to successfully identify service personnel for mild traumatic brain 
injury. There is then a shift in their constructions of mTBI with a stable narrative on 
how they are ahead of the United States in their research on mTBI and how 
everything is under control with no need to change the status quo as they have 
already found solutions to the problem in terms of treatment and management of 
mTBI.  
 
3.4  Discussion 
 
Three discourses were discerned in the final project team members’ 
constructions of mTBI: ambiguity shrouding mTBI, continuum of care and a 
collaboration consortium. The final project team report was the sole document 
subjected to discourse analysis. Analysis of other documents such as MOD’s news 
articles may have presented a different set of discourses such as a pivotal focus on 
policing/ rebuilding Iraq and / or Afghanistan, which was a prevalent discourse on 
MOD’s website and other British military related websites. The researcher made a 
deliberate choice in subjecting the mTBI final project team report to a standalone 
analysis. The aim of this was to present the official constructions of mTBI 
constructed by the final project team members who had been commissioned by 
Surgeon – General of the Ministry of Defence’s Defence Medical Services (DMS) to 
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come up with a management and treatment plan to manage the incidences of service 
personnel returning with mTBI.  
 
Revisiting the questions raised in the literature review of brain injury in 
chapter 2, the researcher explored how the final project team members answered 
these questions in their constructions. To recap, in chapter 2, the ambiguity of 
symptoms and the link between PCS & mTBI and PTSD and mTBI was constructed. 
In this empirical chapter, the similarities between these symptoms to those of mTBI 
were drawn extending it to problems in thereby diagnosing those presenting these 
symptoms as having sustained mTBI. Furthermore, the final project team report 
members appeared to subscribe to the popular worldview in the literature 
constructing those with persistent symptoms as compensation seeking. The final 
project team report members explored the criteria for diagnosis of mTBI in the 
military setting in their report and their report is accessible online to members of the 
public. Nettleton (2006) broached the issue of diagnosis and access to information on 
the condition. Being able to locate their symptoms in an established/ recognised 
medical condition enabled those with the conditions to seek help and be regarded as 
genuine sufferers of the ailment rather than being labelled a pretender (Nettleton, 
2006). Positioning mTBI alongside shellshock constructed the danger of labelling a 
new disorder a ‘signature injury’ (Jones, Fear & Wessely, 2007). In the final project 
team report, associating mTBI with shell shock and lessons in history gone wrong 
suggested that mTBI had best not be considered a genuine condition of consequence. 
The projects team members subscribed to the construction of a problem solving 
approach to scientific discourse previously described by Wellard (1998). They 
discussed the problem of mTBI and constructed the solutions in place or to be put in 
place. All of this served to give an impression that everything was under control or 
would be managed soon.  According mTBI more attention or a higher status than the 
current status quo could lead to problems in terms of compensation claims and rising 
healthcare costs of veterans. The project team members’ constructions of mTBI dealt 
with the diagnosis of the condition as fraught with difficulties. MTBI’s overlapping 
symptoms with other medical conditions posed problems at the diagnosis level. This 
suggested wariness on the part of medical professionals to accept the condition due 
to the uncertainty and overlap with other symptoms. This posed serious implications 
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for service personnel who may have sustained mTBI in terms of their access to 
treatment and information regarding their condition. Not knowing where they stood 
in terms of treatment options or diagnosis could possibly lead to increased anxiety 
and possibly heightened PTSD. PTSD was known to be more acute in personnel with 
mTBI (Elder & Cristian, 2009).  Revisiting Conrad’s (2005) medicalization and the 
power medical professionals and social support groups have in lobbying for a 
medical condition to be included in the Diagnostic and Statistical Manual of Mental 
Disorders (DSM), it is to be noted that mTBI has been defined by the WHO. 
However, as constructed by the final project team members, diagnosis of mTBI still 
seemed problematic and encompassed in uncertainty. The representation of mTBI 
here was of a medical condition fraught with uncertainty, where classification was 
difficult and the naming of distinct features was impossible due to the injury’s 
similar symptomology to other disorders such as shell shock, post concussion 
syndrome and PTSD. Besides the uncertainties in defining mTBI and pinning down 
its symptoms to fixed categories, the duration of the manifestation of those 
symptoms were also represented as uncertain. 
 
The final project team members had constructed the majority of service 
personnel with mTBI being symptom free beyond three months. This was 
constructed as a normal course of things. However, the team also presented evidence 
in the American literature that hinted at a higher number of individuals afflicted with 
longer, enduring symptoms of mTBI. Furthermore, symptoms beyond three months 
were constructed to be attributed to pre – existing ‘psychiatric and social factors and 
compensation seeking’ (line 84) rather than exposure to bomb blasts. Revisiting 
Wellard’s (1998) point on normalization, any deviation from the norm, in this case, 
persistent symptoms beyond three months was seen as abnormal. It is important to 
consider who sets these norms. These norms are derived by the scientists involved in 
investigating this phenomenon in the military. Who were these scientists and which 
organizations were they social members of? Most members were part of the military 
and as such this raised questions as to what were at stake in their constructions and 
how this affected the average service personnel. While social representations theory 
would have limited the scope of inquiry here due to cognitive reductionism of 
anchoring and objectifying, social constructionism removed the boundaries of 
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discourse focusing on action orientation, stake accountability and variability. This 
enabled a wider scope for delving into hierarchies and power (Voelklein & Howarth, 
2005).  
 
Social constructions of illness construct the emergence of the condition, 
identifying the cause of the condition and end with the management of the condition 
(Brown, 1995). The discourses reproduced here lent themselves to the ideology of 
scientific discourse. They presented experiments and results, drawing comparisons 
with other disorders that were identified in previous conflicts. Locating the 
discourses within the list of characteristics identified by Dumit (2000) served to 
place mTBI in a questionable light (sharing similar characteristics with other 
disorders and uncertainty as to what caused mTBI). This effectively questioned 
mTBI’s legitimacy as a disorder, which in turn, raised the question of mTBI’s status 
in the British military. Was mTBI a disorder of considerable importance? Had 
sufficient measures been put in place to identify, treat and manage service personnel 
with mTBI? The constructions of mTBI here bring forth the notion of hegemonic 
masculinity. Hegemonic masculinity deals with power and control over a situation 
(Connell, 2005). In a situation such as the war on terror, hegemonic masculinity is 
presented in the role of the protector (Tickner, 2001). In the extracts presented here, 
the project team members employed hegemonic masculinity to present the MoD’s 
Defence Medical Services in the UK as the protector of service personnel. Line 47 
suggested that service personnel were “already routinely” screened and line 107-109 
constructed the UK as advanced in its screening using WHO definitions of mTBI 
while the US was yet to validate the tool in their military setting. This positioned the 
UK as superior in dealing with the situation even though both countries are operating 
in the same conflict zones. It also suggested that all is well and there was no need for 
concern over the incidences of mTBI as the situation was under control. This 
construction continued in lines 110-111 where possibilities for discussion on the 
discrepancy in the UK and US reported incidences of mTBI was shut down by the 
construction of the piloting of the tool to identify mTBI “currently being undertaken 
in both major operation theatres” (line 116).   
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The representations of mTBI in the final project team report were medical 
representations of mTBI: defining it, describing the difficulties in definition and 
management while highlighting ongoing efforts to manage the incidences of mTBI in 
the British military. Representations of a united front to deal with mTBI were put 
forth with the constructions of collaboration between the US and the UK. Though the 
report was technical on some levels with its descriptions of the manifestations, 
attempts were made by the final project team members to objectify the incidences of 
mTBI and its symptoms so that it was easily understood by the layperson. The 
representations of mTBI in the report suggested that a coordinated team effort was in 
place to manage and treat British service personnel with mTBI. Further research 
(such as public opinion and individual accounts by service personnel with mTBI) 
into the versions of realities constructed in the final project team report would help to 
shed light on the phenomenon of mTBI in the British military. Research into mTBI 
in the military setting have previously looked at adjustment of service personnel and 
causes of the injury as well as treatment options. Analyses of texts on mTBI in the 
British military have not been attempted. While this paper focused on the final 
project report commissioned by the Surgeon General of the DMS, other textual 
accounts such as reports by British newspapers might construct mTBI in the British 
military differently, which might in turn, open up or close off provision of services 
and support to service personnel with mTBI. Researchers could observe service 
personnel with mTBI and identify the number of personnel with enduring symptoms. 
Personnel with blast injuries who have not been sent to Headley Court could also be 
screened for mTBI to determine if they have sustained mTBI. This might present an 
increase in the number of service personnel affected by mTBI. This could then 
change the face of contingency planning for service personnel in the United 
Kingdom with mTBI.  
 
3.5  Conclusion 
 
The constructions and representations here open up avenues for future 
research on mTBI.  The project team report members raise questions on the 
pathology of mTBI and construct care plans to manage and treat mTBI incidences in 
the British military. Future research could explore what members of the public make 
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of the mTBI phenomenon as well as look at individual service personnel’s 
experiences with mTBI. The constructions discussed in this chapter are just one 
interpretation of the final report. Other researchers might subject the report to a 
different form of analysis and interpret another set of constructions. The next chapter 
attempts to do this by subjecting the final project team report discussed here to a 
critical discourse analysis looking at processes of delegitimation and marginalization. 
 
3.6  Reflection 
 
In this empirical chapter of the thesis, the researcher looks at research on the 
mTBI phenomenon in the British military. Initially the researcher had plans to 
analyze British military magazine articles on mTBI in the British military. However, 
this proved to be an arduous task. While the American military magazines had 
articles on mTBI and service personnel’s accounts of their injury, their British 
counterparts had none. Enquiries with the magazines resulted in no response. The 
only magazine which responded to the researcher’s enquiry was Soldier Magazine. 
However their response was that “we have never nor will be ever” publish articles on 
mTBI (personal communication). This suggests yet another difference between the 
US and the UK in dealing with mTBI in the British military. This inequality in the 
accounts formed the basis for the next study on what is highlighted and what is 
marginalized in constructions of incidences of mTBI in the British military. 
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Chapter 4. Study 2: Deconstructing the mechanisms used by the military to 
create certainty from uncertainty 
 
4.1.  Introduction 
 
In the previous chapter the researcher explored how final project team 
members constructed mTBI. The study focused on the unpacking of the type of 
discourses the authors of the report constructed. Official documents tend to display 
discourse structures of ideology and power relations in their constructions (Abrams 
& Hogg, 2010; Burman & Parker, 1993; Burr, 2003; Parker, 1992; van Dijk, 1998).  
Following a preliminary exploration of the final project report on mTBI in the 
previous study the researcher was interested in looking at the same dataset to explore 
discourses on ideology and power relations in the final project team members’ 
constructions. Building on the previous study as a foundation, the researcher delves 
into the same dataset to deconstruct the mechanisms used by the military to create 
certainty from uncertainty. While the previous study focused on the type of 
discourses constructed and what they tell us about the final project team members’ 
perceptions of mTBI, the researcher looks to expands on this in this study by 
dissecting what was said to why it was said and what implications that holds for how 
mTBI is perceived by the authors of the report. In this chapter the researcher 
reexamines how mTBI amongst service personnel is constructed in the text. The 
focus however shifts, moving from exploring the type of discourses in the previous 
chapter, to focus instead on what the discourses tell us of the ways in which the 
project team report members’ construct mTBI in the military context. Expanding on 
the analysis from the previous chapter on the same dataset, the researcher explores 
the processes of marginalization and delegitimation in the final project team report.  
The ways in which the final project team members emphasize and tone down certain 
aspects of the injury is also attended to.  
 
4.2  Method 
 
The data reproduced below are derived from the Mild Traumatic Brain Injury 
Final Project Team Report (Mild Traumatic Brain Injury Final Project Team, 2008) 
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obtained from the Ministry of Defence (MOD)’s website. The text analyzed is 
written by experts in the field of brain injury in the civilian and military contexts. 
The text used is accessible to members of the public. Through a preliminary analysis 
of the report, three discourses were discerned: mystery surrounding mTBI, 
continuum of care and the collaboration across both sides of the Atlantic. The three 
discourses shape the official construction of mTBI presented in the report. They are 
presented amidst a backdrop of scientific and historical discourses. During the 
preliminary analysis, the researcher discerned processes of delegitimation and 
marginalization. As such, this study extends the constructions of the previous study 
by exploring the processes of delegitimation and marginalization of mTBI by the 
authors of the project team report. Given that the project report is compiled by a team 
commissioned by the Surgeon General of the Ministry of Defence's Defence Medical 
Services what the project team chooses to highlight or not (marginalize) and 
acknowledge and /or accord it a status or not (delegitimate) would form the basis of 
the analysis. This analysis proceeds to explore the ways in which mTBI is constantly 
relegated to the sideline (marginalized) and constructed as questionable as a disorder 
(delegitimated). Marginalization could suggest the presence of an ideology that is 
contrary to those being presented (de Beaugrande, 1999).  
 
4.2.1  Design 
 
Since the report is commissioned by the Surgeon General of the Ministry of 
Defence's Defence Medical Services, the researcher is interested in the ideology and 
power relations that may have been present in the constructions. As the report is 
written by an elite group, the researcher is interested in the elitist discourses present 
and is interested in analyzing the data using a pluralistic approach of discourse 
analysis drawing on elements of critical discourse analysis. Of particular interest is 
the type of ideology put forth in the construction of mTBI in the text. Critical 
discourse analysis with its emphasis on ideology and power is introduced to enable 
the analysis to be magnified from the micro (preliminary analysis in the previous 
chapter) to the macro lens (van Dijk, 2004a; Wodak & Weiss, 2005). Critical 
discourse analysis explores the power relations and social inequalities presented in 
discourses (Parker, 2005). The use of critical discourse analysis allows for an 
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exploration of the ideology of the social group that presented the report (Seymour-
Smith & Wetherell, 2006). This would facilitate the unpacking of the project team’s 
notions of what they consider to be core issues in their understanding of mTBI. 
Critical discourse analysis is employed here in this study rather than discourse 
analysis as the researcher is interested in deconstructing the earlier constructions by 
the authors of the final project team report so as to explore how the authors attempt 
to position mTBI in terms of care, treatment and management plans. In the 
preliminary investigation of the same report discourse analysis was employed to look 
at the type of discourses constructed. In this study, the researcher wants to look 
beyond the descriptive to explain why the interaction is framed in a certain way and 
what this can be interpreted as (Chouliaraki, 1998). In van Dijk’s (2001b) words 
critical discourse analysis is “discourse analysis with an attitude” (Koreinik, 2011, 
pp. 96). Therefore, using critical discourse analysis instead of discourse analysis 
enables the researcher to deconstruct the constructions in the previous study and 
offer their own interpretation of those constructions. 
 
4.2.2 Data analysis 
 
The data are subjected to a critical discourse analysis using van Dijk’s (2004) 
definition of the context of the text as a starting point. According to van Dijk 
(2004b), the context model has a series of categories (location, people and action) 
and subcategories (the roles of the people, their identity in terms of organization/ 
group they belong to and its aims). Knowledge and ideology weave the link between 
the categories and subcategories (van Dijk, 1995). The knowledge of what is 
presented in the text is located in the context of who is presenting it and this is in turn 
linked to the organization or social group that the person presenting belongs to (van 
Dijk, 1998. What is presented would be part of the group’s ideology (van Dijk, 
2004a).  
 
How a story is presented and from which viewpoint has an impact on its 
reception (Fine, 1998). Within each extract, the context in which the data were 
presented and the how the social actor’s role was aligned to the arguments presented 
were discerned. Particular attention is paid to the presentation of the data. What is 
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said is not as important as how it is said/ presented (Potter & Wetherell, 1987). 
Stressing one viewpoint to the extent of neglecting another viewpoint can lead to a 
form of marginalizing (Oteiza, 2003). Therefore the discourse structure of the 
arguments presented is analyzed. The principles of critical discourse analysis dictate 
the examination of the dominance of power, and how the group(s) projects this 
power (van Dijk, 1993). A major component of the discourse structure in critical 
discourse analysis is the concept of othering through the use of ‘us’ and ‘them’ 
(Bishop & Jaworski, 2003; Fine, 1994, van Dijk, 1995). Based on Potter (2005)’s 
discussion of how othering in the form of accountability is situated within the power 
relations and ideology the researcher sets out to explore how the authors constructed 
the accountability within the role of the social actors of the report: the final project 
team and the immediate subscribers of the report, MoD in relation to mTBI 
incidences within the military context. Besides critical discourse analysis, the 
researcher used the overarching framework of the thesis, social representations 
theory to explore representations of mTBI made by the project team. 
 
The researcher began the analysis with how mTBI incidences amongst 
service personnel were constructed. The researcher read and re-read the report and 
identified the emergence of three discourses. The discourses are: 
 mTBI: the controversial label 
 Beyond three months: the miserable minority 
 Managing mTBI 
 
MTBI: the controversial label has elements of caution against labeling, 
difficulties in quantifying a controversial disorder, and the question of mTBI’s status 
as a signature injury of the Iraq and Afghanistan conflicts, while managing mTBI 
had elements of the challenges posed as well as defining mTBI in medical terms. 
What is outside the norm is considered unacceptable and labeling is called into 
question. The ‘us’ and ‘them’ idea is subscribed to in this analysis.  
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4.3.  Analysis and Discussion 
 
The notion of script formulation and modal construction was introduced as 
qualifiers of legitimation/ delegitimation and marginalization (Sneijder & te Molder, 
2005). Following a formulated script of presenting scientific evidence pitted against 
self-reported symptoms served to delegitimate and marginalize mTBI. Modal 
constructions focused on the use of quantification rhetoric, constant reference to 
analogies between shell shock and mTBI and lessons learnt in history from the 
popularity of shell shock served to delegitimate and marginalize mTBI.   
 
The analysis focused on mild traumatic brain injury (mTBI) amongst service 
personnel in Iraq and Afghanistan, as constructed in government reports and 
Ministry of Defence (MoD) publications. Three discourses that marginalized and/or 
delegitimated mTBI in the final team report are discussed here. Please note that 
similar to chapter 3, the line numbers in the extracts below describe the lines as they 
appear in the chapter and are not indicative of where they appear in the final project 
team report in Appendix A.  
 
4.3.1  mTBI: the controversial label 
 
Social constructions focus on the social labeling of a problem/ issue (Brown, 
1995). The labeling of mTBI as a disorder was queried throughout the constructions 
of mTBI in the text.  
 
Extract 1 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
1 b. 
2 Both shell shock and mTBI are naturally recovering disorders. The sub- 
3 population of chronic cases are, however, notoriously resistant to treatment. 
4 c. 
5 ‘Shell shock’ and ‘mTBI’ are purely descriptive labels, and do not assist 
6 in questions of aetiology or prognosis. 
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7 d. 
8 There are good reasons for caution before endorsing a new label such 
9 as mTBI. Labels are often applied before an apparently novel disorder is 
10 properly understood. Those that strike a popular chord are often misleading 
11 and can inhibit understanding and effective treatment. 
 
There were historical representations of mTBI situated here in relation to 
shell shock. This served to anchor mTBI within the associations of the shell shock 
experience. Caution was expressed here in the medical/ diagnostic representation and 
naming of the disorder served to delegitimate the disorder and discourage the naming 
of it as new.  In this extract, the mTBI project team set out to present mTBI as a 
disorder that was ‘naturally recovering’ (line 2). Political discourses typically utilize 
the good versus bad alignment when presenting their arguments. Their views are 
normally aligned with good and opposing views are cast as bad (van Dijk, 1995). By 
presenting chronic cases of mTBI and shell shock as ‘notoriously resistant’ (line 3) 
the authors of the final report set out to construct their ideological standpoint on 
mTBI’s labeling as a disorder. The reference to notorious suggests chronic cases of 
mTBI as bad.  From the start of the extract, mTBI was constructed as similar to shell 
shock (lines 2-5). It was worked up as a ‘descriptive’ (line 5) label and marginalized 
as not being able to aid with ‘prognosis’ (line 6). Labels were then constructed as 
having the power to mislead (line 10) and sway the reader/ listener (Huibers & 
Wessely, 2006). The identity of the agent of action (endorsing) was ambiguous. Who 
held the authority to endorse (line 8) the label – the scientist researching the 
phenomenon, the government or the media when reporting the phenomenon? It was 
concerned with warning against the over-hasty adoption of ‘mTBI’ as a ‘label’, 
keeping it, for now, away from the mainstream of accepted diagnostic labels (with 
their attendant power).  
 
The initial specific concern with mTBI was followed by a presentation of a 
general principle or trend (‘Labels are often applied before an apparently novel 
disorder is properly understood’), with practical risks being associated with labels 
that ‘strike a popular chord’. This common musical metaphor invoked a phenomenon 
that appealed to and was taken up by the masses, even though it was ‘often 
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misleading’. Here the collective was constructed as ill-equipped to discern the 
‘misleading’ nature of that which they have embraced. The adverse implications 
associated with this were not insubstantial: they relate to both knowledge and 
practice (‘can inhibit understanding and effective treatment’). The ideology 
presented in this extract cautions against the labeling of this new disorder. This 
extract thus provided a sense of what was worked up as being at stake in not 
marginalizing mTBI until its credibility can be determined by those who are 
equipped to do so. MTBI was worked up as a fairly new disorder shrouded with 
uncertainty.  
 
MTBI continued to be built up as a disorder that has similar symptoms to two 
other disorders: shell shock and post-traumatic stress disorder (PTSD) in extract two. 
The text here oriented towards the problems faced by labeling mTBI as a disorder. 
The caution against endorsing new labels expressed in extract one makes way here 
for a historical discourse centered on labeling. Drawing parallels between shell shock 
and mTBI, it recounted lessons in history (with shell shock in the First World War) 
and how patients were affected by the labels. The extract constructed a sense of 
delegitimating mTBI by association.  
 
Extract 2 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
12 46. Preliminary results of a study of UK troops returning from Iraq suggest a  
13 very strong association between the symptoms of mTBI and those of  
14 post-traumaticstress disorder (PTSD).  Indeed, studies of civilians with mild 
15 head injury had shown an association with PTSD.  It appears, therefore, that 
16 it can be difficult to distinguish between the effects of mild head injury and an 
17 exceptionally stressful experience. Even with the social acceptance of PTSD,  
18  service personnel still prefer to be labeled as suffering from mTBI than 
19 a psychological disorder. Shell shock too was largely free from stigma when 
20 used in the early phase of the First World War because it was perceived as a 
21 wound, or a neurological lesion. Raynor, a divisional psychiatrist serving with 
22 the AEF, recalled “with what tenacity men clung to a diagnosis of ‘shell shock’… 
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23 something which was generally recognized as incapacitating and warranted 
24 treatment in a hospital”. 
25 47.  Although it may be better for self esteem and career prospects for a  
26 veteran’s symptoms to be attributed to mTBI rather than PTSD, it is also  
27 important to note that labels themselves affect prognosis. For example, a study 
28 of post-concussional syndrome by Whittaker et al. suggested that subjects 
29 who believe that their symptoms have lasting and deleterious effects are at 
30 heightening risk of experiencing an enduring disorder of this kind.  In other 
31 words strongly held negative beliefs play a part in maintaining symptoms and 
32 functioning – exactly the reasoning which led the British Army to discourage the 
33 use of term shell shock in 1917. 
 
Similar to the previous extract, this extract dwelt on historical and medical 
representations. The representations of mTBI here served to suggest that though 
social representations were somewhat fluid, they remained fixed in this 
representation where past informs the future. This past informing the future was also 
a key feature of CDA. Thought the representations here were about disorders and 
symptoms, the tone of the representations were not weak coming across as rather 
strong resisting the labeling of a disorder. In this extract, mTBI was constructed 
amidst a backdrop of scientific and historical discourse. Here, the variation in the 
construction of mTBI to include scientific evidence as well as association with yet 
another disorder (PTSD) spoke volumes about the ideology and the function in this 
discourse (Potter, Wetherell, Gill & Edwards, 1990). Ideology in this case would be a 
set of beliefs held by a group that functions as a baseline for scientific interpretations 
shared by a collective group of medical professionals (van Dijk, 2006). The 
discourse was rooted in the scientific knowledge and thereby hard to dispute. 
Scientific evidence was put forth with references to ‘strong association’ (line 13) 
between PTSD and mTBI. According to Walker (2006) this was an attempt to 
pathologize an illness with correlations and other such scientific evidence. This 
construction was continued with a reference to ‘divisional psychiatrist with the AEF’ 
(lines 20 - 21) and ‘Whitaker et al’ (line 27) demonstrating expert opinion and 
thereby marginalizing mTBI as a stand alone disorder. The AEF is the acronym for 
the American Expeditionary Force that served during the First World War. Reference 
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to this group lent power to the statement being presented. Service personnel’s 
preference to be labeled an mTBI sufferer as opposed to PTSD and the rationale 
behind this was worked up. It reinforces extract one’s construction of caution on the 
part of medical experts on labeling of new disorders and the caution resounds in lines 
27 - 31 citing the British Army’s discouraging the use of the term ‘shell shock in 
1917’ (line 31). The ideology presented here constructed the service personnel’s role 
in illness construction. Cohn, Dyson & Wessely (2008) explored how rumour might 
trigger self diagnosis and impact on patients’ perspectives on their illness and their 
subsequent behavior and attitude to treatment. Illness diagnosis kick started the 
labeling process (Brown, 1995). In this extract, this ideology was presented with 
references to the ‘tenacity’ (line 21) of the men clinging onto the shell shock label 
(line 21 – 22). This constructed the notion of the power of the patients in selecting 
the labels that present better benefits for them. This was qualified with reference to 
better ‘self esteem and career prospects’ (line 24). In addition, the notion of new 
disorders being relatively ‘free from stigma’ (line 19) was introduced along with how 
labeling can affect ‘self esteem and career prospects’ (line 24). The example of ‘post-
concussional syndrome’ (lines 26 – 27) and the patients’ beliefs in ‘lasting and 
deleterious effects’ (line 1511) worked up how a disorder can create certain 
perceptions of its enduring effects on its patients. This was qualified with how 
‘strongly held negative beliefs play a part in maintaining symptoms and functioning’ 
(line 29 – 30). Likening mTBI to shell shock and then working up a rationale as to 
why shellshock as a label was discouraged delegitimated the labeling of mTBI as a 
disorder.  
Extract three continued with the historical discourse on mTBI repeating the 
shell shock and mTBI analogy and extending it by constructing the state of frenzy 
caused by shell shock. Here, for the first time, labeling was introduced as having 
implications for compensation claims.  
 
Extract 3 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
34 72.  The following clinical description is taken from the First World War  
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35 but could equally apply to a case of concussion suffered in Iraq of  
36 Afghanistan: 
37 The lieutenant under my care told me… he felt a great pressure  
38 against him; it was soft but sufficiently powerful to knock him down  
39 unconscious.  He did not know how long he was unconscious, but 
40  thinks it must have been an hour. When he recovered 
41 consciousness, he got up and was helped away. His head felt as 
42 if it would burst and ever since he has had a whizzing in his left  
43  ear and dizziness. 
44 73.  In terms of mTBI, there are similarities between the current conflicts  
45  in Iraq and Afghanistan, and the British Army about to begin the Somme  
46 offensive of July 1916. Head wounds and concussion were common battle 
47  injuries and potentially life threatening. Yet diagnosis was problematic and  
48 it was often unclear what aetiology related to specific symptoms, especially  
49 in cases that had become chronic. Shell shock, like TBI, had caught the  
50 popular imagination and also the attention of the media. They have both  
51 become high-profile  disorders without obvious stigma. The British Army  
52 struggled to define shell shock and without a clear understanding of what it  
53 constituted failed to produce a coherent management plan. The post-war  
51  ramifications were catastrophic with escalating war pension claims and a 
52  series of costly initiatives designed to treat chronic cases. So troublesome 
53 had been the disorder that the term shell shock was proscribed on the 
54 outbreak of the Second World War and draconian policies 
55 introduced to try to prevent its reappearance. 
 
Extract three started off with a medical representation of shell shock and it 
was represented as being similar to symptoms suffered by those returning from Iraq/ 
Afghanistan. The descriptive aspect of the representation of shell shock twinned with 
mTBI served to classify mTBI as the same as shell shock and as ‘troublesome’ (line 
50) as shell shock. MTBI was named a disorder which would have serious 
implications of health care costs (lines lines 49-52).  The extract worked up 
similarities between the First World War and current conflicts in Iraq and 
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Afghanistan. Here, the discourse structure was one of the presenting problems of the 
disorders: shell shock and mTBI. No solutions were in sight save the proscribing of 
the label (line 51). Whether the same should be done with the new label mTBI was 
not discussed in the extract. The popularity of the two disorder alluded to in extract 
one was continued here in more detail. The similarities in aetiology of traumatic 
brain injury (TBI) and shell shock were worked up yet again (lines 40-47). 
Highlighting the similarities of the two disorders, suggested a homogenization of 
their characteristics. With this homogenization, the notion of othering through the 
invocations of ‘us’ and ‘them’, were worked up. The social actors of the text were 
positioned as the outsiders, the narrators of the lessons from shell shock. The 
structuring of the use of negatives like ‘problematic’ (line 43), ‘failed’ (line 48), 
‘catastrophic (line 49) and ‘troublesome’ (line 50) presented mTBI in a negative 
light. The popularity of the two disorders with the media and possibly the troops was 
constructed as problematic and to a certain extent resulting in chaos in the war 
management system (lines 47-52). The positioning of the adjective ‘popular’ (line 
45) before ‘imagination’ (line 45) attempted to marginalize mTBI as a disorder as 
popularity can be regarded as a feature that will wax and wane. This invocation of 
fluidity was seen earlier in extract two’s worked up reference to shell shock’s stigma-
free days ‘in the early phase of the First World War’ (line 19) and the ending with 
the British Army’s discouraging the ‘use of the term shell shock’ (line 31) towards 
the end of the war. The use of the word “caught” in line 45 invoked as sense of 
fishing for attention as well as doing something wrong and being found out/ caught 
out. This almost borders on the tones of wrongful representation of the disorder due 
to its ‘problematic’ symptoms (line 43).The use of ‘catastrophic’ (line 49) followed 
by ‘escalating war pension claims’ (line 49) and costly initiatives (line 50) 
constructed a state of disorder. This was reinforced with the depiction of the disorder 
(shell shock which had earlier been worked up as similar in aetiology to mTBI) as 
being ‘troublesome’ (line 50). The ‘draconian policies’ (line 1816) to prevent the 
‘reappearance’ (line 52) of shell shock and the constantly worked up similarities 
between mTBI and shellshock delegitimated mTBI and attempted to marginalize 
mTBI to the point of absence (preventing its reappearance) (line 52). Extract three 
thus provided a sense of mTBI being worked up as similar to shell shock, the very 
labeling of which was fraught with problems such as war pension claims and 
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treatment. Compensation as a consequence of labeling was alluded to in research 
mTBI (Walker, 2006). This extract constructed a tug of war notion of power relations 
between shell shock (and by association mTBI) and the British Army (Walker, 
2006). Shell shock seemed to have had the upper hand during the First World War. 
Its power waned and the authorities’ (British Army) power to make or break a label 
was demonstrated with the banning of shell shock as a label on the outbreak of the 
‘Second World War’ (lines 51-52).  
 
In the previous extracts, the difficulties presented by prematurely adopting the 
controversial mTBI label and the similarities between mTBI and a problematic label 
from the past: shell shock was worked up. Throughout the sample the exact 
incidence of mTBI was constructed as unknown. Extract four is about quantifying 
the controversial label. The extract constructed incidences of mTBI as difficult to 
quantify. 
 
Extract 4 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
53 52.  Accurate statistics for disorders that are controversial or carry stigma  
54 are notoriously difficult to collect. 
 
 
In extract four without referring to it explicitly, mTBI is classified as part of 
disorders ‘that are controversial or carry stigma’ (line 53) and were worked up as 
difficult to ascertain in terms of exact incidence. The adverb ‘notoriously’ (line 54) 
encountered previously in extract one appeared once again. It worked up the 
difficulties attached to the task of collecting data on a disorder that is undesirable. 
The controversial aspect of mTBI was thus constructed. In this extract, the difficulty 
in procuring accurate statistics served to delegitimate mTBI as a disorder. The 
worked up controversial aspect of mTBI served to marginalize mTBI as a serious 
disorder. This presentation of the problematic aspect with no solution was in line 
with van Dijk (1993)’s discourse structures of power, blaming mTBI instead of 
looking at why it was difficult to quantify the incidences of mTBI. In this extract, 
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mTBI was represented as a disorder that is difficult to classify or name since it was 
‘controversial’ and carries ‘stigma’ (lines 53-54). 
 
The controversial aspects of mTBI and its seeming popularity as well as its 
similarity to shell shock were constantly alluded to in the texts. The next extract 
looked at how the popularity of mTBI may inhibit one’s ‘understanding and 
treatment’ (line 60) of the disorder. This extract was actively orienting towards 
power relations.  
 
Extract 5 
Taken from the Annex A of the Mild Traumatic Brain Injury Project Team’s 
final report  
 
55 35.Despite the efforts of specialists in psychological medicine and the military 
56 authorities, shell shock continued to be regarded as a legitimate medical  
57 disorder by most soldiers, the press, politicians and the general public. 
58  It was popularly conceived as a physical consequence of exploding ordnance 
59  and as such a lasting and debilitating disorder. Thus, a misconceived label, 
60  if applied early and allowed to establish itself, can plausibly inhibit 
61 understanding and treatment. Mild traumatic brain injury as a label possesses 
62 some of the characteristics of shell shock. A relatively new term (possibly   
63 introduced in 2004), in the UK it appears to have replaced the more neutral 
64 ‘mild head injury’ (MHI). Striking a popular chord, mTBI carries an  
65 implication of serious pathology and covers a wide range of non-specific 
66 presentations. 
In the above extract representations of misconceived labeling and difficulties 
in clarifying the labels or renaming the disorder was constructed.  These negative 
representations served to name mTBI as difficult in classifying meeting with 
moderate success going from “Mild traumatic brain injury” (lines 60-61) to “mild 
head injury” (line 63). The tone of this extract was caution against labeling and how 
labels withstand the test of time in the face of new evidence. It suggested that once a 
label was allowed to plant its roots, its power would be irrevocable, taking on a life 
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of its own. After citing the example of shell shock and a lesson in history of labeling 
gone wrong, attempts were made to marginalize mTBI which, it was suggested, held 
a similar pathology to shell shock. In this extract, a process of delegitimation 
unfolding through an analogy between mTBI and ‘shell shock’ was drawn. 
According to Brown (1995) social constructions of illness have three levels: the 
micro (individual), mesolevel (medical professionals) and macro (state or national 
arena). In lines 55-57, the concept of the ill-informed collective appeared again, with 
the three levels of illness constructions : ‘most soldiers, the press, politicians and the 
general public’ set against the specialist minority (‘specialists in psychological 
medicine and the military authorities’) whose ‘efforts’ in querying shell shock ‘as a 
legitimate medical disorder’ were not heeded. Here, the authors of the report pair 
micro and macro levels together while the mesolevel (the specialists) was presented 
as having an opposing view. This defining of us and them was typical of political 
rhetoric (van Dijk, 2005). The mesolevel’s attempt at controlling the situation failed. 
Instead the power here seems to have been accorded to the micro and macro level 
where the disorder has been given a lease of life with the word ‘continued’ (line 56). 
The power accorded to the disorder was unequal as suggested by the ‘exploding’ 
(line 58) and ‘debilitating’ (line 59) aspects of the disorder. What was at stake in 
allowing mTBI to be prematurely accepted was expressed in the form of a general 
principle in lines 58-60, using developmental language (drawn from the human and 
possibly plant domains ‘conceived…misconceived…allowed to establish itself’), 
with potential adverse implications specified again for ‘understanding and 
treatment’. Although the first part of the analogy was well established at this point, 
the core of its logic was qualified in line 61, where mTBI was constructed as 
possessing ‘some of the characteristics of shell shock’: the similarity was thus not 
worked up as absolute, which may function as a reasoned, careful (and hence 
credible) position. The positioning of ‘misconceived’ (line 59) suggested a 
miscarriage of justice. The analogous characteristics were presented in lines 63-65, 
where mTBI was said to have struck ‘a popular chord’, to carry ‘an implication of 
serious pathology’ (with ‘implication’ querying its actuality) and to cover ‘a wide 
range of non-specific presentations’ (with connotations of vagueness and therefore 
flexibility of application). Also, ‘mTBI’ was said ‘to have replaced the more neutral 
“mild head injury” (MHI)’, which constructed ‘mTBI’ as not neutral, that is, as 
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biased and embodying a particular viewpoint. The analogy functions to query the 
legitimacy of the mTBI category and worked up a need to halt its take-up, while also 
specifying criteria for legitimacy, that is, specialist validation and some sort of 
‘objectivity’. 
 
Bond (2009) quotes Wessely's caution against the use of the label 'epidemic' 
which veteran organizations tended to favour at the onset of the discovery of 
prevalence of mTBI amongst service personnel who had served in Iraq and 
Afghanistan. This notion of a new phenomenon was actively deflected in 
government and military reports. Instead brain injury was routinely constructed as 
similar to the phenomenon that was present in the First World War, shell shock, and 
post-concussional syndrome (PCS) in World War Two. In extract five, the 
conception imagery of a seed being allowed to firmly 'establish' (line 60) its roots 
constructs the notion of taking on a life form of its own (lines 58-65).  The dangers 
of introducing a new label and allowing it to establish itself were constructed by the 
use of ‘conceived’ (line 58) and ‘misconceived’ (line 59). This was qualified by the 
construction of the new label as inhibiting 'understanding and treatment' (line 60). 
This notion of labels inhibiting was first constructed in Extract 1 (line 11). The idea 
of mild traumatic brain injury, as a label in its infancy gaining momentum over a 
previous label was constructed in lines 62-63. The use of the word 'Despite' (line 55) 
before the introduction of shell shock as a legitimate medical disorder (line 56) 
served to dismiss its legitimacy. MTBI’s legitimacy was called into question when it 
was equated to possessing some of the 'characteristics of shell shock' (line 1384). 
This extract introduced the stakeholders as 'soldiers, the press, politicians and the 
general public' (line 57). They were the people who acted on / listened to this 
information. The next sentence carried a warning with the words 'serious pathology' 
(line 64). The danger of supporting or accepting a label which has many 'non-
specific' (line 64) symptoms would make diagnosis difficult, thereby making an 
attempt to marginalize mTBI.  
 
Extract one to five worked up a need for caution against labeling mTBI a disorder. 
MTBI was constructed as a disorder shrouded with uncertainty. Increasing public 
focus on mTBI was likened to the past experience with shell shock as a label. MTBI 
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the controversial label takes on a different platform in the next two extracts as it 
looks at mTBI as a signature injury of the conflict in Iraq and Afghanistan. 
 
Extract 6 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
66 7. 
67 There is some emerging evidence of neuropsychological problems seen within 
68 US troops returning from Operations Iraqi Freedom and Enduring Freedom and  
69 it has been cited as one of the four the ‘signature illness’ by commentators on 
70 these US operations. Work by the DVBIC suggests that 59% of injured  
71 personnel had experienced a TBI whilst on deployment (Warden 2005). 
72 Naturally this has heightened concerns and debate about the short term 
73 and potential long-term effects of mTBI in the UK service personnel. The most 
74 recent paper by Hoge et al (Hoge 2008) reveals that some 16% of US soldiers 
75 returning from Iraq reported an injury that had caused alteration of or loss of  
76  consciousness. 
77 8. 
78 The UK figures available suggest that head injuries are far less common than 
79 those for US personnel for mTBI and UK experience is that most service  
80 personnel being treated for TBI have sustained a moderate or severe injury 
81  Pers Comm 2007). (This may be due to differing levels of engagement, 
82 lack of recognition at the time of injury or because service personnel suffering  
83 mTBI continue to operate at a level that, whilst suboptimal, goes unnoticed 
84 for a variety of reasons. There is evidence that UK service personnel with 
85 probable mTBI (and even moderate brain injury) may only present to medical  
86 care  many months after injury, often as a result of a change in their 
87 working environment or personal circumstances. However with the increase 
88 in the mTBI case load noted in the US, mTBI is taking on a high public 
89 profile in both Government and the media 
 
In extract six the scientific representation at the start though heavily laden 
with quantification rhetoric, served to portray the US in a less favourable light in 
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managing mTBI. The absence in UK figures was delegitimated with the words ‘far 
less common’ (line 77). The discourse structure in the extract suggested the 
unfolding of scientific evidence – based discourse. It presented the quantification 
rhetoric and what the numbers could possibly mean in terms of the smaller 
percentage of UK incidences of mTBI amongst service personnel. Here, mTBI is 
‘cited as’ (line6 9) a disorder that is a ‘signature illness’ (line 69) of the conflict. By 
citing it as ‘one of the four’ (line 69) signature illnesses, the authors were not 
advocating this construction but citing ‘commentators’ (line 69) on these operations. 
Being ‘one of the four’ (line 69) such conditions, relativised mTBI’s salience without 
dismissing it. The ‘neuropsychological problems’ (line 67) and debate about short 
and long term effects (line 72) worked up a state of affairs where all is not well. The 
quantification rhetoric ‘59%’ (line 70), and ‘16%’ (line 74) paired with the ‘loss of 
consciousness’ (line 75 suggested the extent of the disorder created by mTBI. The 
smaller percentage in the ‘recent paper’ (line 73) was backed by scientific evidence – 
‘Hoge et al’ (line 2226). MTBI was thus marginalized to affect a relatively small 
percentage of troops. The next few lines served to marginalize mTBI incidences in 
the United Kingdom stating they were lower than the American statistics. Probable 
reasons for this difference were worked up (lines 80-85) and the disorder in the 
system was worked up with the presentation of mTBI going unnoticed for a variety 
of reasons (lines 80-85). This served to marginalize mTBI as well as delegitimate 
mTBI as a disorder since external factors (e.g., change in work environment) 
impacted it more than the disorder itself. Its status as a ‘signature illness’ (line 69) 
was thus marginalized. The ideology presented here suggested that though the 
numbers were small in the UK, the increasing attention on mTBI in the US, had led 
to an increase in its ‘public profile’ in the UK (lines 86-87). This suggested the 
power relations and the hold on public opinion that the US wielded. The notion of 
mTBI as a signature illness continued to be marginalized in extract seven below. 
Strategic processing took place in the form of ‘us’ and ‘them’ (van Dijk, 1995, 
2006). ‘Us’ being good and ‘them’ being bad was the focal point of the presentation. 
The reworking of mTBI as a category was an attempt to paint an accurate picture of 
the ‘true’ state of the extent of the disorder. 
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Extract 7 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
 
88 76.  At the time of writing enthusiasm for the mTBI concept, linked to an  
89 Admirable and genuine desire to help our armed forces, is at a high just 
90 as shell shock rapidly gained in popularity when first introduced. The 
91 painful experience of battle led doctors in the First World War to reassess 
92 this earlier enthusiasm and in particular to conclude that shell shock was  
93 neither a signature injury nor simply a consequence of cerebral damage caused 
94 by exposure to blast. 
 
In this extract, the authors of the final project team report represented 
themselves in a positive light as people wanting to help. The social actors juxtaposed 
their ‘enthusiasm for the mTBI concept’ (line 88), ‘admirable and genuine desire to 
help our armed forces’ (lines 89-90) with the ‘painful experience of battle led doctors 
in the First World War’ (lines 90-91) and ‘reassess their earlier enthusiasm’ (line 
1848). This suggested a need to reexamine mTBI’s popularity. TBI was yet again 
worked up to be as popular as shell shock (line 88). After the enthusiasm of labeling 
a new phenomenon wore off, the subsequent reassessment of the causes of the 
phenomenon leading to another conclusion was worked up. The reassessment 
outcome of not being a signature injury (in terms of shell shock) and the earlier 
references to similarities between mTBI and shell shock might suggest that mTBI 
was also not a signature injury. This was different from what was written elsewhere 
in the text on mTBI being one out of four signature injuries (e.g., extract six). Thus 
mTBI was delegitimated as a signature injury of the conflict. Extracts six and seven 
presented a ‘is it or isn’t it’ question as they queried mTBI’s status as a signature 
injury, lending itself to the controversial aspect of mTBI. Another ‘is it or isn’t it’ 
question presented itself in the next discourse on mTBI beyond three months. 
Researchers presented empirical evidence of mTBI being symptom free beyond three 
months.  
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4.3.2   Beyond three months: the miserable minority 
 
The persistent nature of mTBI and its enduring nature were constructed 
throughout the sample of texts through the analogy of its similarity with shell shock 
and the problems posed by shell shock. While the previous extracts explored caution 
against labeling, difficulties in quantifying incidences of mTBI and mTBI’s 
legitimacy as a signature injury; the next two extracts presented a discourse on mTBI 
beyond three months. The next two extracts constructed mTBI’s ability to endure as 
a disorder and the challenges presented by its enduring nature without references to 
shell shock. Here the scientific discourses focused on the aetiology of mTBI and the 
classification into types of less than or more than three months.  
 
Extract 8 
Taken from the Mild Traumatic Brain Injury Project Team’s final report   
94 Epidemiology 
95 13.  Epidemiology papers examined show that approximately 80% of all  
96 treated civilian brain injuries are mild (Wade 1997, Ivins, 2006). The 
97 best evidence suggests that there are no objectively measured cognitive 
98 deficits solely attributable to mTBI beyond 3 months in most cases. There is  
99 strong evidence that persistent symptoms are more likely to be attributable 
100 to psychological and social factors rather than the mTBI itself (Holm 2005). 
101 Persistence of symptoms after 3 months is seen in a small sub-population 
102 often referred to as the ‘miserable minority’ (Ruff 2005) and such symptoms 
103 cause significant functional impairment. Kashluba S., (2007) noted that 
104 those with persistent symptoms may be predicted soon after injury on the basis  
105 of greater symptom reporting early on, pre-morbid psychological issues and 
106 compensation seeking behaviour. 
 
 
Extract 9 
Taken from the Mild Traumatic Brain Injury Project Team’s final report  
106 40.  There is consensus in the literature that the majority of patients with  
107 MTBI will be symptom free within 3 months (Barth 1998 Levin H.S 1987).  
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108 The WHO Task Force on mTBI (Holm 2005) identified a number of  
109 factors associated with poor outcome. It has since been established that patients  
110 likely to exhibit persistent symptoms at 3 months following injury may be 
111 identifiable at an early stage, on the basis of the severity of initial self reported 
112 symptoms, premorbid psychological issues and involvement in compensation 
113 seeking (Kashluba 2007). 
 
Extracts eight and nine attempted to marginalize the persistent nature of 
mTBI by presenting scientific evidence and ‘consensus in the literature’, (line 106) 
on mTBI persisting beyond three months. The notion of ‘us’ and ‘them’ 
demonstrated a shared ideology within and between the researchers (van Dijk, 1995). 
References to various researchers and their doubts on mTBI incidences beyond three 
months oriented towards a shared ideology that this phenomenon is a small 
proportion. Attempts were not made to investigate this group’s presentations. This 
follows the observations of other research on social construction of medical 
conditions (Oudshoorn, 1997). Parallels can be drawn between Oudshoorn’s (1997) 
querying of the absence of male menopause in the presence of female menopause 
and the current study’s query of the presence of mounting scientific evidence 
supporting symptoms till three months and the absence of or marginalization of 
research on persistent symptoms beyond three months.  The looming scientific 
evidence and minority of symptoms beyond three months suggested an uneven 
power relation favouring the scientific evidence. The power to legitimate the 
experiences of those with symptoms beyond three months lay with the researchers 
and the scientific evidence they presented (Walker, 2006).  
The presenting symptoms beyond three months were presented as deviances (Brown, 
1995). According to Brown (1995) this was in keeping with the stages of social 
construction of medical conditions. The stages dictated observing a deviance, getting 
medical consensus on the deviance, seeking to align the condition as a medical 
phenomenon with views from medical and non – medical personnel before 
embarking on legitimating the condition through legislation (Brown, 1995). The 
small group was regarded as attempts at ‘compensation seeking’ (lines 105 and 112). 
This discredited those who claimed to be experiencing mTBI beyond three months 
and thereby questioned the entitlement of the minority group (Freeden, 2003). The 
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lack of objectivity in measuring ‘cognitive deficits’ (line 97) marginalized evidence 
on the persisting nature of mTBI beyond three months. They were also constructed 
as the fault of the individual since ‘psychological and social factors’ (line 99) were 
alluded to.  The invocation of ‘psychological and social factors’ (line 99) served as a 
deflection. A psychological factor would imply that it is not organic and, from a 
materialist perspective, therefore “unreal”. ‘Self – reported’ (therefore not totally 
reliable) symptoms and ‘compensation seeking’ (line 112) built up a sense of 
delegitimating mTBI beyond three months. Social constructions of bodily injury 
alluded to the United Kingdom moving towards a culture of compensation seeking, 
presenting statistics on soldiers making claims (Bell, 2006). This lent credence to the 
construction presented here of compensation seeking service personnel.  
Reference to the World Health Organization (WHO) task force worked up credibility 
in the factors identified as reasons for persistence beyond three months (lines 107-
108).  Attempts to marginalize the group who persisted with symptoms after three 
months was worked up in the form of the alliterations ‘small sub – population’ (line 
101) ‘miserable minority’ (line 101). This double emphasis on the smallness of the 
group with symptoms persisting more than three months marginalized their 
experiences. The authors of the texts were not the advocates of the quote ‘miserable 
minority’ (line 101) in the citation. This view was a popular opinion as seen from the 
words ‘often referred to’ (line 101). The term ‘miserable’ (line 101) served to 
delegitimate this group as not important by constructing them as contemptible. It 
trivialized their existence with the choice of words by minimization and 
abnormalization (Potter, 1996b).  Constructing a group as a minority served to other 
them as abnormal and therefore of little importance (Bishop & Jaworski, 2003; 
Fowler, 1985). In the extract, this served to delegitimate and marginalize those with 
mTBI symptoms persisting more than three months. In the two extracts, the medical 
representations were painting those who had enduring symptoms after three months 
in a negative light. Here the representations anchored towards naming and shaming 
those with ‘persistent symptoms (line 103) as compensation seeking (line 112).  
 
While extracts eight and nine looked at the marginalization and 
delegitimation of mTBI beyond three months, the next extract focusesd on yet 
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another discourse: managing mTBI (the challenges posed by mTBI for the UK and 
US military and defining mTBI in medical terms). 
 
4.3.3  Managing mTBI 
 
While the past extracts explored the controversial aspects of mTBI label and 
mTBI beyond three months, the next three extracts worked up a sense of the 
challenges posed by mTBI in terms of management and medical definition. 
 
Extract 10 
Taken from the Mild Traumatic Brain Injury Project Team’s final report   
 
113 4. 
114 Both the UK and US military medical communities face similar challenges 
115 concerning the clinical manifestations of mTBI (including the symptoms, signs,  
116 and results of special investigations that will define a case) and the 
117 management of cases in the short, medium and long term. This is particularly 
118 so at the mildest end of the spectrum where seemingly inconsequential head  
119 trauma might provoke disabling and enduring symptoms. 
 
Extract ten worked up the challenges faced by ‘the UK and US military 
medical communities’ (line 114) in terms of managing the disorder. mTBI was 
initially marginalized as the ‘mildest end of the spectrum’ (lines 117-118) and 
‘inconsequential’ (line 118), and was later worked up as  having the ability to cause 
‘disabling’ (line 118) symptoms. The ability to ‘provoke’ (line 118) symptoms of 
alarming consequences constructed the magnitude of managing a disorder such as 
mTBI. Adding ‘seemingly’ (line 118) to ‘inconsequential head trauma’ (line 118) 
served to further delegitimate mTBI as a disorder. Despite the presentation of 
challenges posed by mTBI in terms of ‘disabling and enduring symptoms’ (line 118-
119), mTBI was delegitimated as a disorder of any consequence. The next extract 
looked at deployability of service personnel after mTBI. 
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Extract 11 
Taken from the Mild Traumatic Brain Injury Project Team’s final report   
 
120 a. 
121 There is concern about the potential long term adverse health effects 
122 that mTBI and repeat concussions might have on military personnel. The time 
123 taken to be fully deployable again after mTBI is unknown. The UK shares this 
124 concern. 
 
Repeat ‘concussions’ (line 122) and concerns about long term effects were 
worked up. It is further worked up with the ‘UK shares this concern’ (lines 123-124). 
The words ‘fully’ (line 123) and ‘unknown’ (line 123) suggested that service 
personnel might not be fully cured of all effects of mTBI. The potency of mTBI as a 
disorder was legitimated in this extract. The ‘long term adverse health effects’ (line 
546) and sharing of concerns (line 124) over the full deployability of troops 
constructed a sense of the unknown/ absence being relatively important. The next 
extract developed the potency of mTBI further by defining mTBI in medical terms as 
well as highlighting the symptoms associated with the disorder. 
 
Extract 12 
Taken from the Mild Traumatic Brain Injury Project Team’s final report   
 
125 5. 
126 Although head injury is a significant cause of disability and death in adults, the 
127 majority of cases (85% to 95%) are classified as ‘mild’ to ‘moderate’, and most  
128 of these recover within weeks to months without specific therapy. Mild  
129 traumatic brain injury (mTBI) is defined as a cerebral event that leads to loss of 
130 consciousness for less than twenty minutes or post-traumatic amnesia lasting  
131 less than 24 hours. 
132 Post-traumatic amnesia refers to the period of memory loss between the  
88 
 
133 incident itself and the next fully remembered events. However, some US  
134 studies have changed the definition of ‘mild’ to include loss of consciousness  
135 for less than one hour rather than 20 minutes. 
136  
137 A wide-ranging literature survey concluded that for most cases there are no 
138 objectively measurable cognitive deficits attributable to mTBI beyond 1-3   
139 months’ post-injury, though self-reported symptoms are common. The  
140 disorder is accompanied by a range of common and non-specific symptoms: 
141 headache, dizziness, irritability or outbursts of anger, double vision, ringing in  
142 the ears, loss of concentration and forgetfulness. 
143  
144 None of these are pathognomonic and can be found in a variety of neurological  
145 and psychological disorders. Although a study conducted in 1986 showed that  
146 most subjects recover within three months of injury (only 8% having 
147 significant symptoms at follow-up a year later), recent US investigations 
148 suggest a higher proportion with enduring disorders. 
 
This extract was presented within a medical discourse. It was presented with 
scientific evidence from other studies and sought to define mTBI’s presenting 
symptoms. The symptoms were then marginalized as part of a ‘variety of 
neurological and psychological disorders’ (lines 141-142). This posed challenges to 
the medical teams in terms of accurate diagnosis of mTBI.  In this extract the fluidity 
of the classification of mTBI was constructed in lines 132-135. The changing of the 
definition by ‘some US studies’ (line 133) suggested a non – standardization of the 
classification of mTBI thereby discrediting its status as a disorder (Edwards, 2007). 
Diagnosis is a crucial component of the social construction of a medical condition 
(Brown, 1995). The depiction of symptoms of mTBI being found in a ‘variety of 
neurological and psychological disorders’ (lines 142-143) sought to delegitimate and 
marginalize mTBI as a condition. Extract twelve extended on the ‘whizzing of the 
ear’ (line 38-39) in extract three. Here the ‘whizzing’ (line 38) first seen in extract 
three was replaced with ‘the ringing in the ears’ (line 140). It outlined the nature of 
mTBI and talked about the disorder in terms of changing definitions of mTBI (lines 
134-135). Marginalization of mTBI as a disorder was worked up with the 
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quantification rhetoric ‘85% to 95 %’ (line 127). MTBI was referred to as an ‘event’ 
(line 134), which was a marked change from its previous and subsequent depictions 
throughout the sample as a disorder. This construction served to delegitimate mTBI 
as a disorder. Increasing the loss of consciousness from twenty minutes to an hour 
suggested marginalizing TBI as previously an hour’s loss of unconsciousness would 
signify moderate TBI whereas a loss of consciousness of twenty minutes would 
signify mild TBI. As in extract eight, the lack of objectivity in measuring ‘cognitive 
deficits’ (line 137) and the ‘self – reported symptoms’ (line 138) delegitimated the 
evidence on the persisting nature of mTBI beyond three months. Extract twelve 
thereby built up a construction of delegitimation of mTBI beyond three months by 
attributing it to self reports with no evident scientific proof to back it up. Lines 143-
146 worked up an attempt to balance the power relations between the condition and 
the evidence presented against it being a serious condition beyond three months. 
Citing a 1986 study and the quantification rhetoric presented (the 8%) it built on the 
US recent studies suggesting a higher proportion. The hint of a suggestion (line 145) 
alone did little to legitimate mTBI as a disorder of consequence. The scientific 
representations here (citing a literature survey) and recent investigations all sought to 
objectify mTBI in the gray area where few were showing symptoms beyond three 
months while investigations were suggesting higher numbers.  
 
 In this study the researcher unpacked how the final project team members 
start off by constructing mTBI as a problematic disorder with symptoms that were 
similar to other diseases. The researcher deconstructed how the authors of the final 
project team report used van Dijk’s (1994) six acts of persuasion: 1) the act of 
presenting negative points right after the expression of dominance discourse; 2) 
downplaying the negative actions of the speaker while exaggerating the other 
person’s fault; 3) a deliberate choice of words implying positive views of self and 
negative presentations of the other; 4) narrating negative accounts of experiences 
with the other and providing rationale for why this might have been the case (all 
serving to portray the other negatively); 5) following up narrative with a few select 
points of summary on the other’s misdeeds and 6) concluding with quotes from 
reliable sources such as the media, past research or professional expert opinion, in 
their constructions to create a level of uncertainty about the disorder. The authors of 
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the report continued with their acts of persuasion when addressing reports on 
persistent symptoms of mTBI discrediting the accounts of those presenting 
symptoms beyond three months. Having established mTBI as problematic and 
discrediting long term effects of mTBI, the team members shifted stance to set about 
constructing a level of certainty on the management and treatment plans the British 
military have/ planned to set in place to deal with this problematic disorder that was 
fraught with uncertainty. In order to achieve this certainty they utilized processes of 
marginalization and delegitimation, which entailed discrediting, ignoring and casting 
aside anything that did not lend credence to their perspectives of mTBI.  
 
4.4  Conclusion  
 
In this empirical study the researcher unpacks the positions taken in the 
constructions of mTBI. Constructions are presented in the form of scientific 
discourse which serves to position them as indisputable facts (van Dijk, 2006). 
Interpretation of a situation varies according to a person’s role (Marecek & Hare-
Mustin, 2009). Brown’s (1995) meso level and macro level of the stages of social 
construction of illnesses alluded to in the analysis and discussion were dealt with in 
the text. The micro level of the individual (the service personnel’s constructions of 
mTBI) could be addressed in future research using critical psychology’s stance on 
representing the less dominant groups as an avenue to obtain a balanced view of 
groups that are normally underrepresented (Marecek & Hare-Mustin, 2009).  
 
Throughout the text mTBI is delegitimated and marginalized by the authors 
of the report. It is noteworthy that in a report commissioned to address the concerns 
raised in the media about mTBI incidences in the military constant attempts are made 
to discredit mTBI as a disorder. Othering of mTBI the label is carried out through the 
process of homogenizing mTBI with shell shock and PTSD and depicting those with 
mTBI beyond three months as a minority. Quantification rhetoric aids the process of 
othering by accentuating the incidences of mTBI thereby aiding in delegitmating and 
marginalizing mTBI (Potter, 1996b). The positions taken seem to place mTBI as 
trivial (bullet point 11(c) (2)  of mild traumatic brain injury project team’s final 
report). Social constructions of illnesses focus on the labeling and it is ironical that in 
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the text caution is expressed against the labeling of mTBI. Past research on race, 
gender and illness suggested that blaming the individual could lead to inequality in 
power relations (Fine, 1994). Here, the researchers of the report and the sources they 
cite are depicted as stating facts and the good guy having to deal with the 
‘notoriously resistant’ (line 3) bad guy, mTBI. The lack of scientific evidence 
supporting mTBI as a disorder of consequence seems to trust mTBI’s fate into the 
power of the authorities doing the labeling and managing of mTBI. 
 
The ideology presented in the text oriented towards scientific and historical 
discourse. Scientific evidence is regarded as fact and the truth. The historical 
discourse is constructed as lessons in history of premature labeling. By having 
symptoms similar to other disorders mTBI’s position as a disorder raises doubt. 
MTBI has not received legitimate scientific status and is positioned as chaotic and 
problematic. MTBI is considered an outsider in the realm of disorders. Which leads 
us to the question, if mTBI is not a disorder of serious consequence, what were the 
issues that propelled mTBI’s status to that of a signature injury at the beginning of 
the conflict and what has changed now to warrant this delegitimation of its status as a 
disorder? When scientific representations were they are followed up with uncertainty 
suggesting a gray area as to mTBI’s status as an enduring disorder. 
 
The social actors (in this case, the members of the final project report team) 
weave semantic relations between the problematic mTBI and being cautious in 
endorsing mTBI as a label (Fairclough, 2003). Different realities might be presented 
if the social actors were service personnel. Personal accounts of service personnel 
returning from tours of duty in Iraq and/or Afghanistan could well be the missing 
link completing the mTBI picture. 
 
Summing up the discourses constructed in this empirical chapter, the 
discourses ‘other’ mTBI, positioning it alongside previous problematic labels in 
history such as shell shock and PTSD and depicting those with symptoms beyond 
three months in the minority. Quantification rhetoric serves to delegitimate mTBI 
with it small percentage of incidences. The constructions here are reminiscent of the 
constructions of mild traumatic brain injury in the literature review as short term with 
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those with symptoms beyond three months seen as compensation seeking. Problems 
in diagnosis and labeling are also constructed in the literature on mTBI. These are 
constructions from an official view point. How is mTBI in the British military 
perceived amongst the general public in the United Kingdom? What representations 
are observed in the perceptions of mTBI by a sample population of the general 
public? The researcher seeks answers to these question in the next empirical chapter 
here the focus shifts to the general representations. To ensure that the researcher 
delves deeper to harness the representations the researcher employs a pluralistic 
approach calling on the critical realist position alongside the thesis’s overarching 
framework of inquiry, social representations theory. The third study explores public 
perceptions of mild traumatic brain injury in the British military and healthcare for 
veterans. The researcher asks the following research questions: What do members of 
the public think about mild traumatic brain injury in the military? Sub questions: 
What is the nature of the public’s knowledge of mild traumatic brain injury in the 
military? What views (if any) do members of the public have about health care for 
British veterans of the Iraq and/or Afghanistan conflicts?   
 
4.5  Reflection 
 
It might seem a little strange to reflect on the same data set twice but I felt 
this is necessary given that I use the data set differently at each instance. This study 
was undertaken after a preliminary analysis (the first study) highlighted the need to 
explore power relations and ideology separately in a second study. Though the data 
set was the same, I now found myself having to work on a different set of 
assumptions. Given the study’s focus on delegitimation and marginalization I had to 
be careful not to infer too much into the data in the hopes of exploring delegitimation 
and legitimation processes. I also had to be aware of my own views on the care and 
treatment plans in place for veterans with mTBI. I had to be careful not to draw too 
many inferences from external sources such as the newspapers and American 
magazines for service personnel. The American experience of the injury is not the 
focus of my thesis. As such, I had to ensure, I was aware of the boundaries of the 
scope with which I was exploring mTBI representations.   
 
                                                                                                                 
 
93 
 
Chapter 5. Study 3: Public Perceptions of mild traumatic brain injury 
(mTBI) in the British military 
 
5.1  INTRODUCTION 
In the previous chapter, a final project team report on mild traumatic brain 
injury was analyzed using elements of critical discourse analysis. The study focused 
on delegitimation and marginalization utilizing the first study’s data set. The 
researcher explored how mild traumatic brain injury amongst service personnel was 
constructed in the text as well as what the discourses tell us of the ways in which the 
project team report members’ delegitimate and marginalize mild traumatic brain 
injury in their constructions of the military context. The study provided insight as to 
how the final project team members commissioned by the Ministry of Defence’s) 
(MoD) Defence Medical Service’s (DMS) Surgeon-General delegitimate and 
marginalize the mTBI phenomenon in the British military. The constructions in the 
first two empirical chapters of the thesis focus on the official final project team 
report. In the media and scientific circles, mTBI is regarded as a signature injury of 
the Iraq/ Afghanistan conflicts (Dixon, 2011; French, 2010; Jones, Fear & Wessely, 
2007; Ruff, Ruff & Wang, 2008; Stein & McAllister, 2009; Terrio et al., 2009). 
Researchers focus on the epidemiology, the problems with labeling mTBI as a 
disorder, the causes of mTBI and its symptoms overlapping those of shell shock and/ 
or post traumatic stress disorder in their investigation of the phenomenon. In this 
chapter the researcher shifts the focus of the thesis to the members of the British 
public. With any phenomenon, the public understanding of the injury could shed new 
light on how the injury is perceived amongst the general population. As such the 
researcher is interested in exploring how the members of the public describe mTBI in 
the British military. The researcher explores the nature of the public’s knowledge of 
mild traumatic brain injury in the military, the views (if any) that members of the 
public have about health care for British veterans of the Iraq and/or Afghanistan 
conflicts and their views (if any) about military intervention in Iraq and/or 
Afghanistan. 
 The current study adopts a different perspective from the previous 
studies in the treatment of language. Here the researcher shifts the epistemological 
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position of inquiry to explore how members of the public view mTBI in the British 
military. The study pairs the critical realist position with the overarching framework 
of the thesis, social representations theory. To recap, social representations theory 
dwells on two processes: anchoring and objectifying (Moscovici, 1984; 2000). 
Within the first process of anchoring there are two aspects: naming and labeling 
(Moscovici, 1984; 2000). Anchoring attempts to render the unfamiliar familiar while 
objectifying is the process of turning an abstract thought into a concrete concept, to 
give an object a form, something everyone identifies with (Laszlo, 1997; O’Connor, 
2012). In this study, the researcher looks at the labels members of the public employ 
in their attempts to familiarize themselves with a phenomenon that is not in the 
civilian context. The researcher explores how mTBI in the British military is 
objectified by participants of the study who are the members of the public.  
 
The use of social representations theory as an overarching framework and 
critical realist position in this study provides a different ‘way of looking’ that accords 
with the research focus on what is experienced (mTBI in the military context) and 
the way in which it is experienced. This should not be seen as denying the usefulness 
of the previous study’s macro–assumptions about language within a particular 
context of inquiry. Indeed the data generated for the current study can also be 
analysed in terms of rhetorical function. However, the researcher employs a different 
set of macro-assumptions about language here in order to answer a different type of 
research question. This could be seen as a ‘both/and’stance towards epistemology, 
one that overlaps in some ways with a ‘bricolage’ approach (Levi-Strauss, 1972) or, 
in qualitative psychology, with a ‘pluralistic approach’ (Frost, 2009).  
 
In this study, the researcher employs critical realist position which serves as 
the bridge between theory and individual accounts (Harding, 2003). It dwells on the 
interaction between science and the individual allowing for a detailed and 
comprehensive understanding of new phenomenon (Pawson, Greenhalgh, Harvey & 
Walshe, 2005). Critical realism does this by looking at the generative nature of 
‘social structure’ (pp. 173), intentionality and human action (Kemp, 2005). What sets 
critical realism apart as a way of looking is its emphasis on transcendental deduction 
(Kemp, 2005). Transcendental deduction is a concept of Kant’s that focuses on the 
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understanding of a phenomenon as opposed to the direct experience of the 
phenomenon (Mingers, 2000; Pereboom, 2006). Transcendental deduction came 
about when Kant was distinguishing a priori (understanding of a phenomenon based 
on one’s knowledge of it) as opposed to a posteriori (understanding of a phenomenon 
by experiencing it) concept (Baehr, 2006). This aspect of critical realism lends itself 
to the aims of this study exploring the general public’s perceptions and 
understandings of the mTBI phenomenon in the British military where participants of 
the study had no personal experience of the injury. Kant uses transcendental 
deduction to attempt a deduction of concepts beginning with a deduction of the 
categorization of human experience (Pereboom, 2006). Transcendental deduction 
reduces the human experience to the consciousness of self and some aspects of one’s 
representations of reality which are then attributed to be the result of mentally 
processing of what was experienced (Pereboom, 2006).   
 
The researcher subscribes to Kant’s theory of transcendental deduction in the 
researcher’s due to a key feature in Kant’s a priori concept of categorization: 
synthesis (Pereboom, 2006). Synthesis works towards placing all the different 
representations together locating them into a representation of one cognitive process 
(Pereboom, 2006).  In this study the researcher synthesizes the views of the people 
from different professions, age groups and locations across the United Kingdom who 
took part in the study on the British general public’s perceptions and understandings.  
 
The act of synthesizing all the representations into one calls for placing the 
representations into distinct categories or modes (Pereboom, 2006). In the thesis, this 
refers to placing all representations under the views of public mode.  To place a 
representation into a mode, the subject matter of the representation should first of all 
be understood (Pereboom, 2006).  In this study the researcher looks at set patterns, 
what the participants mentioned collectively. The researcher categorizes these in 
terms of subject matter. The subject matter could only be understood if its distinct 
features are identified. This can be referred to as the object’s representation 
(Pereboom, 2006). The object’s representation aids the subject matter of the 
representation enabling the categorization of the subject matter which can then 
facilitate the synthesis of different representations (Pereboom, 2006). Critical realism 
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yields data that have a deeper level of meaning as it would combine the social 
interactions and their impact on the version of reality as well as provide a platform to 
relate discourse to social structures (McEvoy and Richards, 2006). Therefore critical 
realism is essentially a type of epistemological dualism (looking at two different 
epistemologies); drawing on a mental world view as well as an outer worldview 
(Danermark, Ekström, Jakobsen & Karllson, 2002).  
 
Moreover, critical realism advocates pluralism in the exploration of a 
phenomenon which allows for the different perspectives to be legitimated as well as 
queried (Angus, Miller, Pulfer & McKeever, 2006; Patomäki and Wight, 2000). The 
advantage of employing a critical realist approach is the importance given to the 
layperson’s knowledge of the phenomenon and that the layperson’s knowledge is as 
important as the so-called experts’ knowledge in the phenomenon (Pilgrim & 
Rogers, 1997). In this chapter the researcher embarks on methodological 
triangulation, utilizing a critical realist position as a way of looking (alongside the 
overarching framework of the thesis social representations theory) and thematic 
analysis as the method used to explore public’s understandings and perceptions of 
the mTBI phenomenon in the British military.  
 
5.2  METHOD 
  
 5.2.1 Design 
  
 With the social representations theory framework, the critical realist 
position and thematic analysis the third study embarks on a comprehensive analysis 
looking at the realities presented by science, the combined inner and outer world 
views of truth and their social interpretations by members of the public. 
 
 5.2.2  Participants 
 
 Participants were invited to take part in the study through online and offline 
recruitment. Participants were recruited for the study through online adverts on social 
networking sites such as Facebook and Twitter. Participants were also recruited from 
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town councils, public libraries, national leagues such as scrabble, chess and table 
tennis and snooker, national associations such as kendo association, shooting and 
conservation, stamp clubs, astronomy clubs, orienteering clubs and embroiderers and 
quilters guild and societies in the United Kingdom. A hundred and twenty four 
people (sixty five females and fifty nine males) participated in the study. Participants 
were between 18 – 73 years old. None of the participants were members of the 
British military. The demographic information of participants is presented in Table 
A. 
 
Table A  
Demographic Information of Participants  
Age                    Percentage of Participants                    
     18-40 years     43.5% 
 > 40 years    56.5%    
 
     Gender            Percentage of Participants                    
 Male      47.6% 
 Female    52.4% 
 
     Marital Status          Percentage of Participants                    
 
 Single     52.05% 
 Married    47.9% 
 Civil Partnership   0.02% 
 Divorced/ Separated   0.02% 
 Widowed    0.01% 
 
     Ethnic Origin               Percentage of Participants                    
     
 White British    58% 
 White Irish    35% 
 Mixed White & Black Caribbean 0.06% 
 Asian/ Asian British Indian  0.01% 
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 Black or Black British African 0.03% 
 Unreported    6.9% 
 
 5.2.3  Ethical considerations 
 
The University of Surrey’s ethics committee granted the study a favourable 
opinion. The notion that participants might experience emotional distress while 
talking about the conflict was considered. There was the possibility that participants 
might know someone who is in Iraq and or Afghanistan who has since returned who 
may have either experienced or know someone who has experienced a head injury. 
Also, participants may have lost someone due to illness recently. To ensure the well–
being of participants, a list of hotlines for them to contact should they feel distressed 
as a result of the interview was included in the study’s online interface and offline 
hardcopies. Participants were also informed at the onset of the study that could 
choose to opt out of the study at any point should they wish to do so.  
  
 5.2.4  Procedure 
 
Town councils, community centres, public libraries, religious organizations, 
hobby clubs/ societies and sports associations/ clubs/ leagues across the United 
Kingdom were contacted through letters and emails to seek their approval and 
assistance in disseminating softcopies/ hardcopies of the study or the study’s web 
link. An advert was also placed on Facebook advertising the study. The study was 
also tweetered out to potential participants using the social networking site, Twitter. 
The current study was run from June to December 2011. The study required that 
potential participants were British citizens and participants who were not British 
were thanked for their interest in the study while being informed that the study was 
to observe the members of the British public’s understanding of the injury.   
 
The study consisted of an information sheet informing participants of the 
study’s aims: to observe their understanding of mild traumatic brain injury amongst 
British service personnel; the contents of the study (a vignette detailing a soldier’s 
experience with mTBI followed by twelve questions on mTBI in the British 
                                                                                                                 
 
99 
 
military), it specified the duration it would take to complete the study and who to 
contact in case of questions regarding the study. The twelve questions were semi 
structured with the research questions in mind. They were open ended so as to allow 
for the participants interpretation of the question in any way they chose to interpret 
the question. The twelve questions asked attempted to explore their understanding of 
the mTBI phenomenon in the British military. They were asked about their opinion 
on what should be done with service personnel with mTBI; how they viewed 
personnel with mTBI as well as how they viewed the lives of service personnel with 
mTBI; to list services they knew about that are available to service personnel with 
mTBI and their views of these services; their views on Iraq/ Afghanistan veterans 
access to healthcare public health care; and their view of the government’s role in 
treatment and management of service personnel with mTBI. The last question on 
their view on British military involvement in Iraq and/ or Afghanistan was optional.  
 
 5.2.5  Analysis 
 
The responses from the questionnaire were analyzed using thematic analysis. 
Thematic Analysis is a method that identifies, as well as analyses, and reports themes 
or patterns in the data (Braun & Clarke, 2006). It is free from epistemological and 
theoretical underpinnings (Braun & Clarke, 2006). As such thematic analysis could 
take a data driven inductive approach (one that will not be constrained by theory but 
by what themes emerged from the data) or one that is deductive (using a theoretical 
standpoint focusing on the responses to the questions) based on what the researcher 
chooses to employ (Braun & Clarke, 2006; Fereday & Muir-Cochrane, 2006). 
Thematic analysis is ideal as it gives the researcher the opportunity to be connected 
with the data, observing the emergence of themes and also allows for the comparison 
between the groups being studied (Sullivan, 2003). Its strength lies in its flexibility 
(Braun & Clarke, 2006). However, freedom from theory and epistemology has been 
at the heart of the criticisms levelled at thematic analysis (Antaki, Billig, Edwards & 
Potter, 2002). Despite this, Braun and Clarke (2006) embrace the flexibility of 
thematic analysis while at the same time setting guidelines to harness thematic 
analysis in the hopes of providing rigour to a method that has been thus far been 
poorly regarded. The researcher attempts to follow Braun and Clarke’s (2006) 
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guidelines beginning with identifying the corpus date which is all the data collected 
for the study. In this study the corpus data refers to the 124 transcripts of responses to 
the online questionnaire. The responses to the vignette in the online study in terms of 
the answers to the questions after the vignette make up the study’s data set. In this 
study the researcher employs a deductive approach with the analysis being less 
descriptive. Adopting the critical realist stance in the analysis, the analysis focuses 
on how participants engaged with the vignette. 
 
After deciding on the analysis from a deductive standpoint, the researcher 
decided on focusing on latent themes which tend to locate the identified themes 
within the theoretical and ideological framework of the study. Using latent themes 
ensures that the themes are not identified as patterns but as in relation to the 
researcher’s interpretation of participants’ responses to the research questions (Braun 
& Clarke, 2006).   
 
In this study, the latent thematic analysis belongs to the critical realist 
position (Braun & Clarke, 2006). It is aided along by social representations theory, 
the overarching framework of the thesis. Thematic analysis or more specifically, 
latent thematic analysis enables the researcher to explore social representations 
within the patterns or themes identified. Thematic analysis or rather latent thematic 
analysis allows the researcher to identify and analyze thoughts, theories, assumptions 
and beliefs that are shaping concepts in the data set. Given the somewhat free form 
of thematic analysis, the critical realist position helps to steer the analysis in a 
particular direction focusing on answering the research questions.  
The data was analyzed following the six phases of Braun and Clark (2006).  
 
 In the first phase, the researcher got familiarized with the data. The meanings 
and patterns within it the data set were read and highlighted. In keeping with the 
critical realist perspective latent thematic analysis was undertaken on the dataset as it 
provides for the development of themes based in ideologies (Braun & Clarke, 2006). 
As the researcher was interested in latent themes, attention was paid to emerging 
patterns. In the second phase, the researcher generated initial codes that provided 
information on the conceptualization of the phenomenon. The researcher went 
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through each data set to identify codes and matched them with data that illustrated 
the code. In phase three, the researcher searched for themes from the codes generated 
in the previous phase. The researcher mapped out the relationship between the codes 
and themes as well as between different themes. Themes were divided into main and 
sub themes. The researcher identified key themes which embodied the members of 
the public’s understanding of the phenomenon of mTBI in the military. In the fourth 
stage the researcher reviewed the themes: first each theme was reviewed with the 
extracts that were identified along with it; in the second instance, themes were 
reviewed with the entire dataset to ensure that the researcher had accurately mapped 
out their (the public’s) conceptualizations.  At the fifth phase, the researcher refined 
the defining of the themes to ensure there was consistency in the unfolding narrative 
being presented. The researcher identified what was of interest and why it was so and 
in the sixth phase, the researcher wrote up the report to the reflect themes, ensuring 
they were supported by the correct extracts from the dataset.   
 
 While the data in this study were analyzed using thematic analysis, another 
method of analysis could have been employed to look at the meaning the participants 
attribute to mTBI: content analysis. However, content analysis typically recounts the 
number of times a code appeared in the data set and/ or describes generalizable 
patterns in the data (Joffe & Yardley, 2004).  Thematic analysis however chooses to 
explore the themes that occur frequently (Joffe & Yardley, 2004). Furthermore, 
thematic analysis is a method that allows for looking at a phenomenon from different 
epistemological positions (Braun & Clarke, 2006). This aspect of thematic analysis 
appeals to the researcher as it complements the critical realist approach as well as the 
social representations theory aspect of the study.  
 
5.3  Results 
  
 Although participants in this study vary in background and ages, there are 
themes that were common to most participants. Five themes provide insight on 
participants’ perceptions of mild traumatic brain injury (mTBI) in the British 
military: different shades of mTBI, perceived impact of mTBI on normal life, 
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occupational hazard, entitlement to care and contradictory consequences of the need 
for military intervention in Iraq and Afghanistan. 
 
  
Different shades of mTBI 
 
Participants perceive mTBI to have different shades which can be further divided 
into two sub themes of trauma and brain damage. Within the different shades of 
mTBI, the subjectivity of the interpretations of each participant’s demonstrates the 
varied levels of interactions between their knowledge (or lack of knowledge) of 
mTBI and the information they have from other sources such as the media. This 
lends credence to the critical realist stance of the study of embracing the subjectivity 
in each interpretation (Ponterotto, 2005). In the case of the first sub theme, trauma, 
the responses suggest differing levels of trauma in the perceptions of what is 
experienced by service personnel with mTBI.  
 
Trauma 
 Within the trauma subtheme, the participants perceive diverse levels of 
trauma experienced by service personnel with mTBI. As one participant states below, 
the trauma can be twofold or threefold in nature.  
 
“psychological and or organic trauma resulting in emotional and or physical 
disturbances which compromise one's ability to function "normally". repeatedly re-
living the experience - running through the "what if" worst scenario and expriencing 
the emotions of such a scenario coupled with guilt of less fortunate comrades. It is, 
perhaps, a term used when a clear diagnosis is not determined.” * - Participant 1 
 From a critical realist stance, participant 1 is looking at the injury from what 
they perceive to be happening in the real domain of critical realism. The participant 
is thinking of the experience from the viewpoint of service personnel with the injury. 
They start with the injury and move on to ‘less fortunate comrades’. Participant 1 
raises the notion of multiple levels of trauma with the suggestion of ‘psychological’, 
‘organic’ trauma which then affected ‘emotional and physical’ states. The participant 
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describes the departure from normal functioning. Participant 1 also alludes to the 
labelling of mTBI that was used when a ‘clear diagnosis is not determined’. This 
suggests an ambiguous labelling with no definite measures in place.  This bleakness 
is however juxtaposed against the guilt felt towards ‘less fortunate comrades’ who 
possibly did not survive the Iraq/Afghanistan conflict. While the first participant 
describes mTBI as ‘compromising one’s ability’, the second quote below from 
participant 30 suggests that the trauma resulting from mTBI is rather mild in nature. 
 
  “a trauma to the head that may/may not result in loss of consciousness but doesn't 
trigger medical investigation at the time of trauma due to the lack of obvious 
symptoms. It becomes obvious at a later date, because cognitive deficits are 
relitively* mild” Participant 30 
 
 Participant 30 suggests that mTBI’s symptoms are not obvious at the start but 
present itself later and that the loss of consciousness may or may not have taken 
place after a trauma to the head. The notion of a trauma to the head resulting in 
mTBI is expressed by many participants.  
 
“WHERE THE BRAIN HAS BEEN SUBJECTED TO A PERCUSSIVE FORCE 
E.G. THE BRAIN HAS STRUCK THE INSIDE OF THE SKULL.” (Participant 
75)* capital letters are inherent in the person’s response. 
 
Participants 75 and 31 describe a blow to the head which resulted in the brain being 
‘struck inside the skull’ (participant 75). Participant 31 takes this a step further to 
discuss the extent to which this affected the person with mTBI. Here the 
representation is rather violent with references to a ‘force’ and striking. The 
vulnerability of the situation is posed through references to the brain striking ‘the 
inside of the skull.’ 
 
“Brain injury caused by an impact (including the force of an explosion) to the head 
or which caused the neck to jerk in a way that caused the brain to impact on the 
skull; at a level which causes some symptoms but not to a very great extent (e.g. 
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patient is able to keep their job and maintain most of their usual routine).” Participant 
31 
 
 Participant 31 describes brain injury as an ‘impact’ to the head. Here the 
participant delves into the real domain of critical realism by moving from the 
external to the internal realm. This seems to be a pattern in the data, moving from 
one realm to the next. The injury causes some symptoms but mostly returned to the 
norm. This look at the causal structure (injury) and it generates some symptoms but 
still maintains job and most of ‘usual routine’.  They concur with participant 30’s 
suggestion of mildness of the impact of the injury, adding that service personnel with 
mTBI can still retain their jobs and go through ‘most of the their usual routine’. The 
term ‘most’ positioned in the middle of the usual routine suggests that there may be 
slight deviations from their pre-injury routine. With the exception of participant 1, 
the quotes so far have been about participants describing trauma in terms of blow to 
the head. The next few quotes revisit participant 1’s suggestion of multiple layers to 
the trauma. Participants 20 and 90 allude to trauma resulting from a past event. 
Participant 20 suggests that recalling past traumatic events in the past while 
participant 90 takes this a step further by suggesting the brain is ‘less functional’ 
(participant 90) because of a past trauma. Both the participants look at outcome the 
real domain of critical realism. Their understanding of the experiences of service 
personnel with the injury is stratified: trauma because of a previous trauma.  
 
“Remembering previous "shocking" events.” Participant 20 
 
 “Where the brain becomes less functional because of a previously traumatic event?” 
Participant 90 
 
 While participants 20 and 90 allude to past traumatic events, participant 82 
suggests that mTBI is “A form of mental illness caused by an injury.” presenting 
mTBI in yet another light, that of a mental illness. Participant 107 expands on this 
stating that mTBI is “a condition of mind arising from a violent impact on/or 
shaking of the head which may have resulted in a loss of conciousness or 
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concusion.” Both participants 82 and 107 therefore consider  mTBI to be a 
“condition of mind” (participant 107) as a result of injury.  
 
 Participant 56 describes the symptoms of mTBI but then went on to say that 
they did not know this before reading the vignette. This suggests that their 
understanding of mTBI is garnered entirely from the vignette, with no prior 
knowledge/ understanding of the injury. This is an example of how participants 
interacted with science. The participant’s world view changes from before they read 
the vignette. 
 
“Its when the head has been banged and can result in the person having headaches, 
ringing in the ears, poor memory, difficulty sleeping and poor balance - but didn't 
know this before reading article” Participant 56* 
 
 The participants describe varying levels of trauma as part of their perception 
of mTBI. Participants also describe brain damage in their definition of mTBI. The 
next sub theme discusses what participants had to say in their interpretations of brain 
damage and how it defines mTBI. 
 
Brain damage 
 
 Most participants who describe mTBI as damage to the brain discuss the 
consequences of the damage to the brain. Brain damage and the physical effect of the 
damage are describe in detail by participants. Comparison between mild and severe 
brain damage are also drawn.  
 
Damage to the brain, which is localised and has smaller effects on a personals daily 
life that a sever brain injury which could result in death.” Participant 17 
 
 Participant 17 describes the damage to the brain as ‘localised’ and having a 
‘smaller’ effect on daily life in comparison to a severe brain injury which could lead 
to death.  Participant 19 describes the problems caused by the damage to the brain. 
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This contrasts with participant 17’s take on smaller effects. Other participants 
(notably participant 2) have also expressed the impact of brain damage on daily 
functioning. They however contrast it with being not life threatening.  
 
“Damage to the brain caused by an explosion resulting in problems with balance, 
memory, tinitus and sleep.” Participant 19 
 
“Physical damage to the brain via shock to the head, which is not immediately life-
threatening but impairs daily functioning in some way” Participant 2 
 
 Other participants describe the brain damage as causing problems in 
functioning depending on where the damage to the brain is. This suggests different 
levels of the injury and that the injury is not the same in every person.  
 
“Damage to the brain causing problems in certain types of functioning or processes, 
depending on where the damage is.” Participant 92 
 
 While some participants describe the damage as ‘subtle’ (participant 64) 
others suggest it ‘minorly’ (participant 95) affects brain functions. 
 
 This notion of differing levels of injury or different takes on the injury 
continues with the idea that the brain damage is subtle and inhibiting minor 
functioning (extracts from participants 64 and 95 below).  
 
 “Subtle damage to the brain as a result of some kind of trauma - lack of oxygen, 
physical damage for example” Participant 64 
“Damage that may minorly* inhibit or restrict certain brain functions and efficiency” 
Participant 95 
 
 The differing shades of mTBI continue with participants 117, 122 and 10’s 
responses. Participant 117 alludes to the damage resulting in no longer functioning at 
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‘pre-injury level’ and equates mTBI sustained by service personnel with that of 
boxers sustaining injury over time.  
 
“concussive blow to the brain, possibly from the brain impacting with the interior of 
the skull, which results in swelling of the brain and possibly some bleeding. Either 
way there may be some areas of the brain that are damaged and no longer function at 
the pre-injury level. Boxers probably sustain similar injury over time.” Participant 
117 
 
Participant 117 describes swelling of the brain and possible bleeding. This presents 
that brain damage in physical terms. Participant 122 extends the notion of physical 
brain damage to connecting tissue.  
 
“Something similar to a mild stroke whereby part of the brain has suffered slight 
damage, or suffered minor damage to conecting* tissue.” Participant 122 
 
  While the other participants describe brain damage in their perception of 
mTBI, participant 10 links the brain damage to explosions, thereby evoking the 
images of the conflict areas Iraq and Afghanistan where service personnel are 
deployed.  
 
“Presumably it is a mild level of brain damage brought about by a traumatic incident, 
such as the sonic waves from a loud explosion.” Participant 10 
 
 The first theme of different shades of mTBI describes how participants 
defined mTBI. Some of the definitions ae generic in nature and could well describe 
any mTBI not necessarily one sustained in the military. However, what the 
definitions suggested is the participants’ understanding of mTBI. Participants look at 
it from the perspective of past, present and future or in critical realist terms: the 
empirical, the actual and the real. Participants are trying to relate to the injuries from 
their worldview and shifting in their world view. The next theme moves away from 
the generic understanding of mTBI into participant’s perceived impact of mTBI on 
normal life. The theme shed some light on what participants thought of mTBI in the 
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British military. It also highlights their knowledge or lack of knowledge on the 
impact of mTBI on normal life.  
 
 Perceived impact of mTBI on normal life 
  
 Within the theme of perceived impact of mTBI on normal life, there are two 
subthemes: no knowledge of mTBI and different perceptions. Participants describe 
their knowledge of the impact of mTBI on daily life. Their responses extend on the 
views expressed in the first theme in terms of the impact on daily functioning. Their 
responses also shed light on the extent of their knowledge of the injury’s impact on 
daily life. With the first sub theme, participants who had expressed no knowledge of 
mTBI had stated they had not considered this (mTBI) before.  
    
No knowledge of mTBI 
 Two of the participants had defined mTBI in the first theme. As such, how 
did they define mTBI without any knowledge? Their earlier quotes in theme 1 had 
the qualifier that they did not know this before reading the vignette (participant 56). 
Participant 20’s ‘remembering shocking events’ quote in theme one when placed 
alongside with their quote in this theme, sheds light on their perceptions of mTBI in 
the British military and their perception till now. It also gives the impression that 
before the study, the participant had not considered or thought of this injury. This 
view is expressed by other participants as well (notably participant 54 and 27). 
 
“I didnt know the injury existed until now so i dont really have any views other than 
feel sorry for service personnel with mtbi”* Participant 20 
 
“I have never heard about these injuries or considered them before. I would assume 
that any soldier suffering from these injuries would be given many different options 
for support, both medically and socially. So my understanding is limited.” Participant 
54 
 
“I don’t: I have not considered them” Participant 27 
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 Participants 20, 27 and 54 had not known about the injury prior to the study 
and had not considered mTBI in the British military. This view is extended by 
participants 3 and 27. 
 
“Other than the example on the previous page I have no understanding of mild 
traumatic brain injury” Participant 3 
 
“I don’t: I have not considered them” Participant 27 
 
 While both the above participants had not heard/ considered or had no prior 
understanding of the injury in the British military, participant 24 and 44 expressed 
that they had heard of the injury or had vague impressions of it. 
 
“I know vaguely about it and have heard of the phrase mild traumatic brain injury. I 
do not know about it in detail though.” Participant 24 
 
“I have very little understanding of this, although I would guess it is more common 
in incidence than I originally thought, and that it is very detrimental to a military 
personnel's well being.” Participant 44 
 
 Despite having no knowledge of the injury or vague knowledge of it some 
participants expressed that they felt sorry for the service personnel with mTBI and 
that they had not known it was more common than they previously had supposed and 
that it is ‘detrimental to a military personnel’s well being.’ (Participant 44). 
Participants here are readjusting the world view of the phenomenon where there was 
no view previously. They are realigning their views based on the information in the 
vignette and possibly the internet if they were surfing the web while doing the study. 
This would become a common feature in the dataset where participants attempt to 
shape their understandings based on new information. These views expressed by 
participants with no knowledge of the injury were echoed or extended further by 
participants in the next sub theme different perceptions. In different perceptions, 
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participants give varied impressions of their thoughts on the injury’s impact on 
normal life.  
 
Different perceptions 
  
 Similar to different shades of mTBI, in different perceptions participants give 
diverging views on the impact of mTBI on normal life. Participant 6 expresses that 
the impact of mTBI on normal life depends on the severity of the injury and what 
each person with the injury wants. As such, the impact of the injury on normal life is 
based on each individual’s wants and ability to cope. However, the participant also 
express that all ‘should receive treatment and support’ (Participant 6).  
 
“It depends how severe it is and what each individual wants. Some may want and be 
able to stay in service but some may feel that they cannot carry on. All should 
receive treatment and support.” Participant 6 
 
 According to participants, “Brain injury that can result in mild loss of 
functions and trauma e.g. ocassional memory loss/ forgetfullness*or certain things 
being affected i.e. if mild damage to temporal lobe perhaps some form of hearing 
loss. I believe the trauma of the accident could lead to sleepless nights/flash backs 
etc.” Participant 47.  While Participant 47 states that the injury could result in 
sleepless nights, participant 31 stated that brain injury “causes some symptoms but 
not to a very great extent (e.g. patient is able to keep their job and maintain most of 
their usual routine).” Participant 35 subscribes to this view as well stating that 
“Iwould * describe a mild traumatic brain injury as one which doesnt impact 
significantly on a individuals ability to carry out everyday tasks such as holding 
down a job,running a household, self care etc.” Participant 30 describes the impact of 
the injury on service personnel as “probably impacted in small but meaningful ways 
by their injury.” Participant 64 gives new meaning to the small impact by stating 
mTBI amongst service personnel “is not given high enough profile and appears only 
to focus on immediate evidence of barin injusry* such as physical damage.” This 
suggests the existence of other forms of damage as a result of the injury.  
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 Participant 25 describes a departure from being able to living a normal life 
and states that “I think they should be able to get free treatment for all the symptoms 
of the injury to help relieve and if possible cure them, so they can go back to living a 
normal life.”  
 
 Participant 42 contests this with “They may have some minor physical/mental 
difficulties (e.g. memory loss/balance loss), but have not been injured in such a way 
as to ruin their lives or change their personality.” Participant 2 shifts away from this 
and states that mTBI is “not immediately life-threatening but impairs daily 
functioning in some way”. How it impacts on daily functioning is not explicitly 
stated. Participant 10 expands on this notion of mTBI not being life threatening 
stating that mTBI is “Not life threatening; not likely to cause immediate evidence of 
cognitive liability in any (visible) form. Not an acute condition but an injury that may 
cause chronic problems”. This notion of causing chronic problems suggests a 
disruption to life experienced by the service personnel prior to mTBI.  
 
 Participant 23 sums up the different perceptions of the impact of the injury on 
normal life with “It might be called mild traumatic brain injury but if you had to live 
with thoe* symptoms it would seriously disrupt your life – so I would view service 
personnel the condition as disabled and they should be supported as such”.  This final 
quote on the perceived impact of mTBI on normal life suggests that service 
personnel with mTBI should be viewed differently as not able-bodied men and 
women but people who have disability and who are in need of support. Participants 
had expressed that service personnel with mTBI were affected by the injury. 
However, the extent of the impact is perceived differently by different participants. 
Most participants feel that mTBI did not affect the daily functioning too drastically 
while a few feel that that the injury would seriously disrupt the lives of service 
personnel, going as far as to describe them as now disabled. Some participants 
propose solutions for the future such as ‘free treatments’ and discussing return to 
normalcy. This is a recognition that things have changed, that all is not well for the 
service personnel with mTBI. The next theme on mTBI occupational hazard presents 
mTBI in the military setting and participants’ responses on the nature of the job and 
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the impact of the injury as a result of the occupation. The notion of the injury being 
part of the job is invoked repeatedly in extracts.  
 
 Occupational hazard 
  
 Within the theme of occupational hazard there are two sub themes: in the line 
of duty and a common injury in military circles. Some of the participants tend to take 
the stance that the injury is all part of the job while others describe the support 
networks already in place or that should be in place to support these service 
personnel. In the first sub theme, some participants describe the injury as a matter of 
course: the effects of war while others describe it as a risk service personnel take 
when they enter the occupation.  
 
In the line of duty 
 Most participants express that due to nature of the job, service personnel were 
at risk of sustaining an mTBI. “No direct experience/ knowledge of anyone having 
such symptoms; would assume due to the nature of hazards Forces personnel are 
more likely to be exposed t, there would be greater prevalence of such injury in these 
(above other) organizations” * Participant 2. In some instances, participants felt the 
service personnel knew what they were getting into when they entered the military. 
Participant 44 describes the injury as a matter of course “with respect and 
compassion and a hint of "well, you chose this career path. Did you think it was 
going to be tea and cakes!"” Participants 15 and 19 allude to this as well but do so 
with the stance of the injury being an occupational hazard. There is no hint of ‘you 
chose the career path’ therefore you have to deal with it as was the case with 
participant 44. Participant 15 states that “Mild traumatic brain injury is an 
occupational hazard (one of many) for the British military forces serving in areas 
where explosions are common. It is likely to be present at greater rates than currently 
estimated, as it may have occurred in soldiers without head injuries who were not 
routinely screened.” This view of higher risk and more incidences of mTBI are also 
expressed by participant 19 who says “That it occurs quite regularly due to the high 
risk of injury in what they do.” Participants 51 and 21 have a different take on this 
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stating that mTBI is “Some sort of disorder caused by the effects of being at war... 
not neccesarily due a head injury” (participant 51) and that “conflict in war zones has 
led to many injuries which effect military personel.” (Participant 21). This suggests 
that other injuries are also incurred. Participant 6 describes mTBI as “It sounds like it 
is affecting many soldiers now espeically those in Iraq and Afghanistan. Now they 
have set up Headley Court Hospital they have experts on board so I would hope they 
can help the soldiers who suffer.” * This suggests that many service personnel were 
affected by this injury and that provision has been made to care for them. Participant 
23 expand on this by stating that the service personnel with mTBI “should be 
excused from further service and provided with exptensive medical and social 
support (medication, physiotherapy, diagnosis, councelling ect.).* I'm not sure about 
the issue of compensation, because I don't know enough about the system. I think if 
all the above are provided then financial compensation would not be necessary; it is a 
hazard of their jobs.” The “issue of compensation” (Participant 23) is raised for the 
first time here and is the issue of being excused from further service. Participant 46 
expands on the issue of service personnel with mTBI leaving the military by stating 
that “They are a risk to others therefore their participation within the military should 
be discontinued. It is unfortunate for the soldiers but they accept the risks that 
accompany the occupation when they decide to join the military.” Participant 46 also 
alludes to the risk that comes with the job which was also mentioned by participant 
44. Participant 46 however feels it is unfortunate but a necessity nonetheless to 
remove these service personnel from duty.  
 
 The first sub theme focuses on the injury in the line of duty stating that the 
injury is most likely to be sustained given the nature of the job and exposure to 
conflict. Unlike other themes and sub themes, in this sub theme participants rarely 
looks at the change in circumstances of the service personnel as a need to change 
their view of the situation. Here the individual is singled out as having made the 
choice to join a group: the military and that the consequences of the choice should be 
borne by them alone and not society. This can be illustrated with the notion of help 
has been set up already: Headley court and they can deal with it, and here is no need 
for compensations since its part of the job. The tone of this sub theme is very 
different from the other themes and sub themes. The next sub theme pits mTBI as a 
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common injury in military circles. It extends on the first sub theme’s notion of in the 
line of duty. 
 
A common injury in military circles 
 
 In this subtheme, the suggestion that mTBI is a common injury in military 
circles is raised. The idea that military training and actual warfare being two different 
things and that reality is harsher than the training is suggested. The question of the 
injury being more widespread than is known is also raised in this subtheme. The 
consequences of injury are also alluded to in this sub theme.  
 
 Participant 1 states that “Whatever training military personnel receive, it is 
surely little or no help when the reality of war and all it entails is expreienced* first 
hand. Mild traumatic brain injury is probably equally widespread across all 
"military's" not just the British. Equally, i do not think it is different to other kinds of 
mild trauma in other areas of society. i.e. civilians who live through genocide, 
holocaust survivors, rape victims etc)” . Participant 1’s views of mTBI being 
widespread across all militaries suggested the incidences of mTBI in other militaries 
are as high and no different from the United Kingdom. The three situations referred 
to by participant 1 ‘genocide, holocaust survivors, rape victims’ suggests incidences 
of national and international disasters as well as on individual levels. The service 
personnel’s mTBI is likened to these disasters as is their (service personnel’s) 
experience of them. This view suggests that the injury is no different from any other 
injury. Participant 17 looks back to the common injury amongst military notion with 
“I understand that is it a common injury for military soldiers and that it can prevent 
their efficacy as a soldier, therefore it is most likely unsafe for them to continue in 
the British military.” However participant 17 calls into question the safety of service 
personnel with mTBI as well as their efficacy as service personnel post-injury.  
 
 Participant 25 continues with the notion of mTBI being a common injury in 
military circles stating that “I would expect many people in the British military 
would get mild traumatic brain injury as when fighting, they would experience 
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damage to the brain to the fierce explosions.” Participant 124 expands on this stating 
that service personnel with mTBI “are likely to be affected for a very long time 
unless offered effective support. I believe that many service personnel end up with 
drug/alcohol problems as a direct result of coping with the aftermath of MTBIs.” 
While Participant 9 adds to the notion of mTBI being a common injury in military 
circles, the participant also raises the issue of mTBI being confused with post 
traumatic stress disorder by stating that “I have likely knowledge about the specifics 
of the condition but would imagine it to be common in the military and guess 
symptoms may be confused with post traumatic stress.” This allusion to mTBI being 
confused with post traumatic stress disorder (PTSD) is a first in the dataset.  
 
 This subtheme of a common injury in the military circle expands on the 
theme of occupational hazard discussed in the first sub theme of in the line of duty. 
In this sub theme the emphasis is on the injury being a common aspect of war. The 
impact of the injury is also likened to disasters such as genocide and holocaust. The 
confusion of mTBI symptoms with PTSD is also raised in this subtheme. The next 
theme moves away from the specifics of the injury towards the issue of veteran 
entitlement to care. The focus is less on the injury and more on healthcare provision 
and the role of government in providing healthcare.  
 
Entitlement to care 
 In this theme on entitlement to care, there are three subthemes: empathy 
towards the service personnel with mTBI, perceptions of healthcare for veterans and 
government’s role in caring for veterans. In the first subtheme, participants state their 
perceptions on veteran’s entitlement to care describing the empathy they feel towards 
veterans with the injury with some references to the military’s responsibility  
 
Empathy towards the service personnel with mTBI  
  
 Empathy for the service personnel results in three varying thoughts: feeling 
sorry for them, feeling that the situation or that the personnel were unfortunate and 
expressing hope to be considerate towards these service personnel. Participants 
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express wishes to personally reach out to service personnel with mTBI or to resolve 
to be understanding of service personnel with mTBI. Most participants often describe 
that they feel “sorry for them” (Participants 3, 19, 92 and 110) and that they “feel for 
them” (Participants 7 and 50). Within the notion of feeling sorry and feeling for 
them, there are varied reasons. Participant 19 expresses that they “feel sorry for them 
as life must be hard.” Participant 92 has a different view saying that they “feel sorry 
for them, because they have been doing good for the country and yet have come 
away injured. I feel like I want to help them or offer my condolences although this 
obviously isn't possible.” Participant 7 expresses that they “Feel for them it cant be 
nice not being able to sleep and having the constant reminder of afgan/iraq” while 
participant 50 said that they felt “Awful. Feel great sympathy for service personnel”. 
This is a common sentiment across the subtheme.   
 
 A number of participants also feel that service personnel with mTBI are 
“unfortunate” (notably participants 30, 91 and 124).  Participant 30 expresses that 
service personnel with mTBI were “unlucky, and let-down by the military if it hasn't 
been identified prior to causing a problem.” This reference to the military was a first 
that would continue in the next two subthemes in the entitlement to care theme. 
Participant 91 mentions that service personnel with mTBI “are unfortunate and 
should be offered medical treatment”. This notion of service personnel “should be 
offered medical treatment” (participant 91) is revisited in the subsequent subthemes. 
Participant 124 describes the service personnel with mTBI as “Unfortunate and 
worthy if specialist help. I would possibly be fearful that they could be violent and 
aggressive.” However, participant 124 also raises the issue that service personnel 
with mTBI might “be violent and aggressive.” This is the first time this was 
mentioned. While most participants describe feeling sorry for them, one participant 
(participant 117) expressed hope that they “would be considerate and understanding 
if I knew of their problem.” 
 
 This subtheme focuses on participants feeling sorry towards the service 
personnel with mTBI and feeling that the personnel were unfortunate. Not being able 
to personally do anything to help the service personnel is also raised while one 
participant expresses the hope to be more understanding towards service personnel 
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with mTBI. Here participants apply an individual, group and society take on the 
situation. They try to relate to the phenomenon on personal levels and negotiate their 
understandings and perceptions around what they thought the service personnel with 
mTBI will be going through. The next subtheme examines perceptions of healthcare 
for veterans. Here participants express their views on healthcare provision for 
veterans and offer suggestions as to further care/ support for the veterans.  
 
Perceptions of healthcare for veterans 
  
 Most participants express that service personnel with mTBI should be entitled 
to help. Participants describe service to the nation and the nation’s turn to support 
these service personnel. Most participants feel that they should be given the same 
support or more as members of the public and offered examples of service providers 
available such as NHS and Headley Court. Some participants also state that they did 
not know about/ or know enough about the healthcare provision for veterans.  
 
 Participant 9 states that “They should be entitled to as much help as possible” 
while Participant 5 says that “Their injury occurred in the service of the country”. 
Participant 17 expands on this notion of being injured in the line of duty stating that 
“as a member of the military who has risked their lives to serve their country and has 
wounds to show for it. they *should be treated with respect and given which ever 
treatment they need to live a ‘normal’ life”. Participant 31 echoes this view stating 
that “As the injuries were sustained during service, full treatment and support should 
be offered to these patients.” This is further supported by Participant 20 “The 
military is charged with protecting “the people.” The people should therefore take 
care of its military.”  
 
 Many of the participants discuss priority healthcare stating that “They should 
have priority health care over non-veterans because they have risked their lives for 
our country” (Participant 44). And as participant 24 says “All the services that our 
wonderful National Health Service should be able to afford them with no expense 
spared.” Participant 43 felt that “they should be prioritised to good public health care 
as they are risking thier* lifes for the country and deserve respect and help after 
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fighting for their people.” Participant 92 echoed this sentiment stating that service 
personnel with mTBI should be given “as much help as possible, such as counselling. 
Give them the right to finish their service in the war to return to their families and try 
to recover their memory as much as possible.” Participant 92 alludes to the ending of 
the service so as to return to their families and recover. This is contrasted by 
participant 95 stating that “They should be made to quit the military as they pose a 
risk to themselves and others within a military scenario. I believe they should be 
compensated for the damage and they should be treated provided with proper 
treatment to help with their physical injury and possible psychological damage 
through therapy.” Participant 95 mentions compensation and this is a common 
sentiment expressed by participants. Revising priority care again, Participant 122 
states that service personnel with mTBI “have earned the best care that is available.” 
And that they “have been materially and qualitatively affected by their service in the 
forces and they should be compensated and supported by the government” 
Participant 122. “always deserve and should be unconditionaly* entitled to clinical 
and psychological support” Participant 20.  Participant 19 expresses a view that 
service personnel with mTBI “should feel proud that they served their country well, 
they must accept all the help they feel they need and take one day at a time in their 
recovery.” This expresses the view that service personnel are entitled to and should 
be made to accept all service provision available to them as a result of the injury in 
the line of duty. 
 
 While some participants express that veterans should be cared for, other 
participants took the stance that veterans would definitely be provided for by the 
government. As Participant 54 states “I would assume that any soldier suffering from 
these injuries would be given many different options for support, both medically and 
socially.” Some participants are aware of the service provided to this group of 
service personnel however they express that the service provision is inadequate. 
Participants 1 and 74’s responses below illustrate this view. (Participant 1) “There is 
some support available through the likes of the British Legion, Veterans Association, 
SSAFA and the like but not enough.” and participant 74’s “NHS treatment Insurance 
through service contracts. British Legion. Private military hospitals and hospices. 
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Rehabilitation centres for the military. (Headley Court) From media reports I am of 
the opinion that the services are inadequate.” A number of participants have also 
expressed that they do not know or have little knowledge of the healthcare provision 
to veterans: “I don't know to* much about the services available to the service 
personnel but since such a vast number of personnel have had mild traumatic brain 
injury since 2003, there should be a number of services in place to help them deal 
with their injuries” Participant 88 and “I only know of Headley Court.” Participant 
19 while participants 35 and 60 that they were unsure or do not know enough about 
the services provided: “I really don’t*  know enough about what services are 
available to make a informed judgement.” Participant 35 and “Unsure what's 
available” Participant 60. Amidst the health care provision and compensation 
discussion participant 117 took the notion of the caring for the veterans further with 
the suggestion of “A measure of assistance through tax exemption or tax benefits 
should be given as the injuries can have long term impact on the soldiers earning 
ability and future career.”  
 
 This subtheme starts off with the entitlement to help, moved on to knowledge 
of the types of care available and ended with Participants 31 and 47 expression of 
their views of healthcare provision with Participant 31 stating that “The government 
is likely to consider very strong and sustained recommendations such as campaigns 
for more service hospitals, but otherwise is unlikely to consider this topic very often 
as it is not one that will influence most voters.”  Participant 47 provides a different 
view stating that “As the word 'mild' is used I believe the military don't see it as a 
serious injury and so patients with it are pushed to the back of the line due to the 
percieved* 'more serious injuries.” This expression of the government and the 
military’s role recurs in the next subtheme on government’s role of caring for 
veterans. Participants are actively engaging with the critical realist stance viewing 
other domains to access the inner worldview of the service personnel with mTBI. 
They reflect on perceptions of past, present and future veteran healthcare plans.  
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Government’s role in caring for veterans 
  
 The differing views on the government’s roles are expressed in this 
subtheme. Starting from the views that the government should take care of veterans, 
the opinions are then expanded to some participants feeling they should do more; a 
few participants being unsure of the government’s role while a few participants felt 
they have no issues with the government caring for veterans as long as it is not at the 
expenses of the members of the public.  Participant 23 states that “They are 
responsible for the aftercare of personnel injured.” Participant 50 supports this 
stating that “They should take absolute full responsibility and make them their 
priority.” Participant 88 gives suggestions for service provision stating “that the 
government should help provide personnel with facilities for treatment of mTBI by 
providing enough funding for this to be able to happen. These facilities should be 
located all over the country and not just all in London for example so that the 
facilities are avaliable* to everyone.” Participant 54 supports this as well with “It is 
the governements* responsibility to help service personnel who have been employed 
by them.”  Participant 100 states “I think the government do not do enough.”  
Participant 74 specifies who is responsible stating that “the MOD should fund 
rehabilitation.” Participants 95 and 78 offer suggestions for government’s caring for 
veterans with “They should ensure that all personnel are entitled to and receive 
sufficient treatment for their injuries.” (Participant 95) and (Participant 78)’s “There 
is not enough, altough* places like Headley Court do they very best they can, I think 
more money should be made available from the Government specifically to help and 
treat troops returning from Iraq and Afganistan.”  
 
 While most participants provide suggestions or were of the view that more 
should be done, Participant 92 expresses that “I am not sure of what their role is. If it 
includes helping them and offering counselling etc, then I am pleased with their 
role.” A few participants also express is that “I have no problem with service 
personnel being given priority of care over others if the Govt. maintains existing 
military hospitals and welfare services rather than shutting them in cost cutting 
exercises.” Participant 123. This view by a few participants suggests that priority 
care be given only on the grounds that healthcare for civilians are not compromised 
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by cutting down on exiting military hospitals. The participants’ views on the 
government’s role in healthcare provision for veterans centres on the need to do more 
and that not enough was being done, suggestions on improving current service 
provision were made while a few participants expressed that they did not know 
enough about the services to comment on them. Participants demonstrate the critical 
realist stratum in their worldviews here. Employing a critical realist stance, 
participants delve into the external realm to make sense of/ access the internal realm 
of what service personnel with mTBI might need. Here, participants dabble with the 
three levels of exploring the phenomenon: individual, group and society on a surface 
level attributing the care giving role to the government and government/ military 
agencies. The next theme moves from the government’s responsibility to provide 
healthcare for veterans and focuses instead on the contradictory consequences for the 
need of military intervention in Iraq and Afghanistan. The need for the conflict, the 
reasons fuelling the conflict and the divergent views on the need to have engaged in 
military intervention are expressed.  
 Contradictory consequences of the need for military intervention in Iraq 
and Afghanistan 
 
 The need to enter the conflict areas, regime removal and changing 
standpoints are discussed in this theme. Participants expressed their viewpoints when 
the conflicts first started and how they viewed things now. There are two subthemes 
within this theme: in the beginning and the aftermath. Participants in the in the 
beginning subtheme state their divergent views on the need to be involved in the 
conflict areas. 
 
In the beginning 
 
 In this subtheme participants discussed the need to have engaged in military 
intervention. Participant 122 states that “The removal of Sadam Husein* and the 
defeat of the Taliban are justified.” Participant 24 expresses that “I think the 
deployment of the military is essential to protect the public of the UK.”  These views 
sre followed by others who: a) started off agreeing with the need for military 
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intervention and then felt it was not getting anywhere, b) are totally opposed to 
military intervention but thought it should be the last resort and therefore acceptable 
now and c) were totally opposed to military intervention but supported the service 
personnel engaged in them.  The first view is expressed by participant 18 who states 
that “Thought I understood the reason for Afghanistan at the outset and agreed with 
it .As the war has progresses they have increasingly thought we could not achieve a 
"lasting" result and have advocated speediest possible withdrawal. Iraq was a 
complete no brainer from the outset.” The second view expressed by participant 95, 
states that “I am personally morally opposed to it but I accept that when British 
involvement is necessary, we may resort to military efforts when other non-military 
efforts have been tried and have failed. I do not know enough about the events 
leading up to the British military's involvement to offer a view specific to this case.” 
Participant 95. The third view expressed by participant 13 “I was entirely opposed to 
our involement in both conflicts but fully endorse all efforts to support the service 
personnel who are engaged in active service.” *  
 
 While those are the views of those who agreed with military intervention or 
disagreed but changed their mind, there are some participants who hold on to their 
views. Participant 117 expresses that “Neither area of conflict required soldiers from 
this country to intervene - the war in Iraq has been motivated by the american desire 
for expension* into oil rich areas.” Participant 6 expresses a similar view “I think it 
is misguided.” Participant 47 also supports this stating that “we should never have 
interfered in these countries affairs.” While the views expressed earlier were from 
participants who were for or against the military intervention, a few participants 
expressed that “I don't know what started the war, so I don't know if it is our battle to 
fight. Either way, I don't feel war will solve anything.” (Participant 22). Participant 
27 also state that they did not know stating that “I don't know enough about the 
conflicts to offer an intelligent and well researched opinion, therefore I won't give 
one.”  This first sub theme on contradictory consequences focuses on whether there 
had been a need for military intervention in Iraq/Afghanistan, presenting views for 
and against intervention as well as opinions of those who express they did not know 
about the conflict to comment on it. The views presented by the participants here are 
representative of the fluidity of representations and the critical realist stance of ever 
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changing world views. Participants in this sub theme occasionally embrace the grand 
narratives offered by the media and government. When they rejected the grand 
narratives, they adopted the critical realist stance, delving into the meaning of what 
the new perspectives presented such as ‘speediest removal’ and ‘Iraq was a no 
brainer’. The next sub theme focuses on the aftermath of engaging in military 
intervention. The participants tend to focus on the past, present and future more 
evidently in this sub theme than the rest. 
 
The aftermath 
  
 In this sub theme, participants dwell on the past. An example of this is 
Participant 100’s “Their involvement can be questioned heavily, since the war in my 
view was not really justifiable in the first place, whether it's worth the military 
loosing lifes* for something rather unnecessary is debatable. However since the war 
has progressed it's clear their involvement now is needed.” Participant 100 
demonstrates the critical realist stance looking at all three domains: the empirical, the 
actual and the real. Their direct observation at the onset was that the war was not 
justifiable and that the loss of lives in the military and the progression of the war 
suggested no need for military intervention. Participant 123 also states their 
disapproval for military intervention and their shift in stance with the continuing 
conflict by saying that “I don't approve of such involvement but given that it has 
happened, service personnel deserve to receive adequate health care for all problems 
encountered.” This is echoed by Participant 57 “It is not being handled very well but 
was the right thing to do.”  Participant 17 also expresses a similar view but moves on 
to talk about service personnel’s time to come home by stating that “I think that once 
we became involved, we had to stay and fight for the rights of the peopel in that 
country, but it is now time to leave and allow the county to rebuild itsself.” * 
Participant 64 has a different view stating that “I think the British military are doing 
all they can to improve the lives of the Iraqi and Aghan people and that they will 
continue to do so until there is peace and democracy in these countries.” while 
Participant 34 advocates for less involvement stating “We shouldn't be as involved as 
we are.”  
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 While these participants at some point conclude that intervention is best, 
participant 1 disagrees with “I understand the reasons but in the end talking is the 
only way peace can be found. All wars only end when talking begins. I accept that 
sometimes war is a necessary evil upon which to start building the foundations for 
talk. But the end does not justify means. War is almost always the agenda of the few, 
the powerful, the politicians, and the extreme fringes of society.”  This view seemed 
to be shared by Participant 74 “Britain should pull out of these conflicts and should 
never have participated in the first place.” Participant 92 felt similarly as well stating 
that “I think we should stop sending troops out to Iraq/Afghanistan, and withdraw 
from our involvement. Our involvement seems unnecessary (from what I am aware 
of) and just seems to result in unnecessary deaths.”  
 
 A few participants however, step away from the debate on the issue of the 
need to have entered the conflicts, expressing their opinion on service personnel 
involved in policing these conflicts by according them heroic status and calling on 
individuals who rioted to look at the troops to know what is really heroic. An 
example of this is participant 15’s “I feel that anyone proud enough to fight for their 
country is a hero and those taking parts in riots etc. should look at these brave and 
heroic individuals because they are the people who make me proud to be British.” 
Here as well, the three domains distinguished their interpretations based on current 
event and past glory (heroes who fought for the country versus those involved in the 
London riots).  
 
 The researcher uses the three domains of critical realism stated by Danermark 
et al. (2002): causal structure (what caused the phenomenon and breaking down the 
causes into categories); events the structures generate; and those events that can be 
empirically observed to summarize the perspectives of the general public who 
participated in this study. Applying this to the participants’ perspectives of mTBI in 
this study, the general public who participated in this study perceive that mild 
traumatic brain injury is caused by trauma or brain damage (causal structure). The 
events the structures generate are perceived impacts of the injury on normal life with 
differing perceptions of the injury’s impact based on their knowledge of the injury. 
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The observations of these events are that the injury is an occupational hazard and that 
the government has a role in caring for veterans. 
 
5.4  DISCUSSION 
 
 The study’s focus was on what participants (who are members of the public) 
thought of mild traumatic brain injury in the British military. The nature of their 
understanding of the phenomenon of mTBI in the British military, the extent of their 
knowledge of the phenomenon and the views participants had about health of British 
veterans of the Iraq and Afghanistan conflicts were also explored in the study. The 
participants’ responses were grouped into five main themes: different shades of 
mTBI, perceived impact of mTBI on normal life, occupational hazard, entitlement to 
care and contradictory consequences of the need for military intervention in Iraq and 
Afghanistan. These themes provided insight as to how participants viewed mTBI in 
the British military. The different shades of mTBI described the divergent views of 
what the public thought about mTBI. It was not a clear case of trauma, loss of 
consciousness, brain damage but an assortment of symptoms. Researchers opined 
that the mTBI symptoms could be confused with other disorders such as PTSD. This 
view was also expressed in the literature on mTBI in military settings (Bryant, 
2001a, 2001b; Schneiderman, Braver, & Kang, 2008; Castro & Gaylord, 2008; Elder 
& Cristian, 2009; Greenspan, Stringer, Phillips, Hammond, & Goldstein, 2006; 
Harvey & Bryant, 2000). The participants in their responses started off with the 
science of the injury and moved slowly away from the science to the here and now of 
veteran care and then projected this on a scale of past, present and future in their 
discussions of the military intervention in Iraq and Afghanistan. This was similar to a 
critical realist position in the construction of social realities, when one tried to reach 
a mid position between science and reality by starting at the beginning, science 
(Danermark, Ekström Jakobsen & Karllson, 2002; Sims – Schouten, Riley & Willig, 
2007). To recap, critical realism cites exploring the link between a person’s 
theoretical understanding and their engagement of the world as a union of theory and 
practice (Ponterotto, 2005). That is to say critical realism is a type of epistemological 
dualism; drawing on a mental world view as well as an outer worldview. In the study 
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participants alluded to this when they expressed the shift in their stance on war and 
the reality as they see it now and their take on the situation now. Participants also 
dwelt on this in theory and practice stance when expressing their views on the injury 
as something mild but yet having symptoms that affected their lives nonetheless. 
Participant 23 took this a step further by viewing personnel with mTBI as disabled 
and calling for them to “be supported as such” (participant 23). This is a negotiation 
of labels attached to service personnel with mTBI. 
 
 Connelly and Worth (1997) described the empirical, the actual and the real 
stratum in critical realism. Critical realism acknowledges that the world around us is 
always changing and that our understanding of the three strata (the empirical, the 
actual and the real stratum) changes as well. The empirical refers to the perceptions; 
the actual to the events that are likely to take place while the real refers to the 
processes that cause an event (Clark, Lissel & Davis, 2008). So are we the agents of 
change or are we swept up along the tides of change? Bhaskar (1997) stated that 
changes are not chosen.  Rather, the past informs the present which in turn, shapes 
the future. Agency is therefore the result of social interaction between: a) the agents 
and social structures and b) agent and agent (Connelly, 2000). What do we mean by 
social structures? Here social structures refer to societal norms and practices which 
govern/ regulate behaviour (Connelly, 2000).  In this study of the participants’ 
understanding of the phenomenon of mTBI in the British military, the agency of their 
views was shaped by their interaction with social structures. This was illustrated in 
the quote from participant 74 on how the media positioned provision of healthcare 
for veterans “NHS treatment Insurance through service contracts. British Legion. 
Private military hospitals and hospices. Rehabilitation centres for the military. 
(Headley Court) From media reports I am of the opinion that the services are 
inadequate.”  Some of the participants drew on materials in the vignette to inform 
their view and reshaped their previous stance.  Examples of these were when 
participants said they had no knowledge or did not know before reading the vignette 
presented in the study. Here the critical realist stance that the world is constantly 
changing was demonstrated when participants expressed shifts in their responses. 
Another example of this was in the discussion on the contradictory consequences for 
military intervention. Participants acknowledged their shift in stance from the start of 
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the war and their view now. Participants engaged in posteriori reduction.  Posteriori 
reduction is a critical realist way in which someone reconstructed a reality dwelling 
on what the reality was after the event (Jeffries, 2011). In this study, participants 
began by discussing the phenomenon, the trauma, brain damage and moved towards 
the perceived impact on life. They expressed either no knowledge of the impact of 
the injury or differing perceptions of the injury on normal life. They then took a step 
back reviewing how the injury comes about. This is when they discussed the 
occupational hazard. They then brought the discussion forward to the present and 
expressed the need for healthcare provision. Participants went on to express views on 
government’s role in caring for veterans and ended with the contradictory 
consequences of the need for military intervention. In each of the themes participants 
dwelt on the reality after the event. They reconstructed the phenomenon using these 
as props: the war; the symptoms; the impact on daily life; health care provision and 
government’s role in caring for veterans. The props allowed for the observation of 
the phenomenon by presenting the multi layers of the phenomenon. Critical realism 
was therefore employed here to tease apart the factors that came into play in the birth 
of the mTBI phenomenon. Participants’ understanding of mTBI served to unpick the 
pieces of the mTBI fabric to bare the social realities within. These social realities 
were illustrated in the themes that were subsequently discussed. Each piece of the 
mTBI patchwork held a different meaning but when placed together they presented 
the social realities of the phenomenon as it was viewed by the participants. 
 
 The study also drew strength from social representations theory. Social 
representations theory connected past events with the present’s reality and pitched it 
into the future (Moscovici, 2000). The participants here engaged with the processes 
of social representations theory: anchoring and objectifying. Looking first at 
anchoring, participants classified and named the phenomenon, the two aspects of 
anchoring. They named the phenomenon as trauma and brain damage with varying 
shades of mTBI painted in between these two subthemes. Labels were attached to the 
phenomenon rendering it not life threatening and mild in nature as opposed to serious 
brain injury which led to death. MTBI was labelled by Participant 15 as “an 
occupational hazard (one of many) for the British military forces serving in areas 
where explosions are common.” The injury was also classified as ‘a common injury 
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for military soldiers’ (participant 17). Attempts were also made to objectify mTBI by 
stating that it was the result of ‘remembering shocking events’ Participant 20 and 
Participant 90’s “Where the brain becomes less functional because of a previously 
traumatic event?” as a form of explanation of the phenomenon. This second quote 
served to objectify mTBI by breaking it down in lay terms. It does not discuss blow 
to the head, bomb blasts or symptoms. Instead it explained the breakdown in brain’s 
functionality caused by a traumatic event. Another attempt at objectifying mTBI was 
Participant 2’s “not immediately life-threatening but impairs daily functioning in 
some way”. Without the details of the impact of the injury on normal life, it simply 
stated that sustaining mTBI did not endanger a person’s life but affected their ability 
to perform everyday tasks in some way.  
 
Social representation theory provided a framework to explore different level 
of representations such as the public view of a phenomenon (Pearce & Stockdale, 
2009). In this study participants represented mTBI as an injury in the line of duty. It 
was described as ‘an occupational hazard’ - Participant 15. It was described as ‘a 
common injury for military soldiers’ - Participant 17. Participants also stated their 
views on the British government’s as well as MoD’s role in the theme: entitlement to 
care. The participants labelled the injuries as ‘sustained during service’ – Participant 
31 and therefore the people who advocated the war for (i.e. the people whose interest 
they went to protect) would have to care for the veterans. As participant 20 stated 
“The military is charged with protecting “the people.” The people should therefore 
take care of its military.” This representation charged the military with the task and 
passes that task on to the people as well. MTBI was also classified as a symptom that 
“may be confused with post traumatic stress.” – Participant 9. This classification has 
some support in the literature on the phenomenon (Elder, Mitsis, Ahlers & Cristian, 
2010; Caldroney & Radike, 2010; Chen & Huang, 2011) as well as the thesis’s first 
study on the mTBI phenomenon, where the final project team members invoked past 
representations of shell shock and post traumatic stress disorder to make sense of 
mTBI in its current context. However the current study diverged from the previous 
study with its entitlement to care and contradictory consequences themes. The 
current study named the service personnel with mTBI as deserving of priority health 
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care as ‘they have risked their lives for our country’ Participant 44 and that ‘They 
have earned the best care that is available’- Participant 122. Participant 6 labelled the 
military intervention as ‘misguided’ while Participant 122 objectified “The removal 
of Sadam Husein* and the defeat of the Taliban” as justifying military intervention. 
Using social representations theory as a standalone epistemological position would 
not have given the researcher the opportunity to explore social and ideological 
representations due to cognitive reductionism. However, with the adoption of the 
critical realist position, the researcher was able to explore the representation of 
ideology here. Therefore employing a pluralistic approach using SRT and a critical 
realist lens to observe public perceptions of mTBI in the British military, the 
researcher was able to harness the differing perspectives of the participants in the 
themes beginning with different shades of mTBI and ending with contradictory 
consequences of military intervention in Iraq and/ or Afghanistan. Future research 
could consider conducting focus groups to gauge yet another level of representations 
as participants would then engage in group dialogue while expressing of their views.  
 
In summary mTBI in the British military was viewed by participants as 
having different shades to it, with varying perceptions of the impact of mTBI on 
normal life. It was also viewed as an occupational hazard that accorded veterans who 
sustained the injury entitlement to healthcare. The participants viewed the military 
intervention in Iraq and Afghanistan as one with contradictory consequences being 
for or against the military intervention.  
 
5.5  REFLECTION 
 
 In the current study some of the data was generated online while some were 
through my offline interactions with the potential participants at some public 
libraries, community centres and town councils. With the online interaction with 
participants was to a minimum and as such, it was difficult to gauge their response to 
the questions they were being presented with. Initial analysis of the data yielded 
responses such as loss of consciousness, brain damage and other more clinical 
definitions of mTBI suggested that perhaps some participants had looked up mTBI 
online. I then went online to ascertain if this suspicion was true. My findings 
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surprised me as most websites on mTBI or head injury for that matter, did not 
describe the injury the way the participants were describing them. This then 
suggested that the responses were clearly their own. What I had judged to be clinical 
interpretations were in fact the layperson’s perceptions! I then took a step back to 
think of my own definitions of mTBI prior to starting my research on mTBI. My own 
definition then was a blow to the head causing problems. This was near and yet far in 
the spectrum of responses on defining mTBI. 
 
 Revisiting the online offline interactions I had with the participants, the 
participants whom I had recruited online talked a fair bit about the war in Iraq and 
Afghanistan and wanting to see the ‘boys’ return. Some potential participants who 
also expressed similar views however, declined to take part in the study as in their 
own words, they ‘were not interested in talking about the personnel with mTBI but 
were interested in talking about withdrawal of British troops from these conflict 
areas.’ Another aspect of having an online study was the responses to the study were 
dependent on website down time, server firewalls and such. The study had initially 
been placed on the University’s server and I found that when they updated the server, 
they had firewalls preventing other sites outside of the university from visiting 
university websites. This essentially meant the study could not be done during that 
time. This was an accidental discovery as some town councils and libraries emailed 
and tweeted me to say the link I had provided was timing out. I had checked the link 
at home and at university but because I live on campus I am connected to the 
university’s server and so failed to pick up on this, telling participants the serve was 
working. However, two days of emails from patient town council employees stating 
server timing out prompted me to check this with the Faculty’s technician who then 
investigated and identified that there was a glitch from the University’s main server. 
I then had to email and twitter the agencies I had contacted on the study and 
apologise for the down time and emailed them again when the study was up and 
running.   
 
 Another aspect of the online study was that I had assumed that placing the 
study on the World Wide Web would just get me my participants. Two months into 
the study being broadcasted online, the number of people who had completed the 
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study was rather small at 30. I was shocked and then proceeded to read up on how 
others had managed to successfully get participants to take part in their online 
studies. One person online said they had used Twitter to broadcast their study. I had 
never used Twitter before and proceeded cautiously at first. However once I 
discovered that some town councils, community centres, public libraries and national 
associations were on Twitter I started to bravely tweet my study to them. Some 
responded within the day suggesting I emailed them the details for their 
communications department to look at while others said they have placed it on their 
staff forum or intranet. Some tweetered the study to their followers on Twitter and I 
was cheered by the number of people they tweeted out to. The next step in garnering 
participants meant stepping out of the office, away from the computer and into the 
public libraries, town halls and community centres. Here yet another surprise awaited 
me as some community centres were more like community halls where most people 
did not gather during weekdays, meaning less potential participants for the study. 
This was a bit of a culture shock for me as most community centres in Singapore are 
constantly bustling with activities throughout the day regardless of which day of the 
week it was.  
 
 Being face to face with participants, some were disconcerted at having to fill 
in a questionnaire and I tended to move away to give them some privacy. Some 
would request another time for me to collect the completed questionnaire but would 
have failed to have completed it even in the time frame set by them and repeated 
visits had to be made to retrieve the completed questionnaires. Another aspect of 
being face to face with participants was that some participants would wonder at my 
choice of research topic and ask about why I chose to do my research on a 
phenomenon in the British military when I am not British. This often led to 
wonderful discussions of their visits to Singapore, my home country. They would 
share with me where they went and how they had enjoyed their trip. Besides my 
nationality, my ethnicity proved to be difficult for some participants as they were not 
able to figure out if I was not Muslim. I was asked repeatedly if I was a Muslim. One 
might wonder why or how being a Muslim would affect my data collection. Growing 
up in South- East Asia, most people in Singapore would have figured that I was not a 
Muslim from my name. Here, in the United Kingdom, people were not so sure and 
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some were cautious when I approached them to take part in the study with a few 
potential participants asking me if I was out to promote what they perceive to be a 
supposedly Muslim cause: persecution in Iraq and Afghanistan by Westerners”. This 
was puzzling to me as I had not thought that the study could be viewed along 
religious lines since none of the questions I asked in the study pertained to religion. 
 
 The discussion on military intervention also surprised me as many 
participants expressed that military intervention was right either at the onset or at 
present. In light of media articles that have expressly stated that the intervention was 
uncalled for and that Tony Blair; the then Prime Minister had lied about the presence 
of nuclear weapons in these countries, this expression of military intervention being 
right surprised me. It had me thinking about one of my initial reasons for researching 
mTBI in the British military and my own interest in people’s take on the military 
intervention in Iraq and/or Afghanistan. I had to be careful not to inflate their 
importance in the data set and had to bracket my assumptions as set forth in Giorgi 
(1985 as cited in Giorgi, A and Giorgi, 2008) and described by Gearing (2004). 
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Chapter 6. Study 4: The Lived Experience of a Former British Serviceman 
with mTBI: a Case Study 
 
6.1            Introduction  
 
The previous empirical chapters discuss how various social groups make 
sense of and understand mTBI from the official and general public perspectives. The 
previous studies (chapters 3, 4 and 5) constructed the uncertain aspects of the injury, 
the watertight treatment and care plans in place for those with the injury as well as 
perceptions of what the injury entailed. The last study (chapter 5) also constructed 
the injury as an occupational hazard that required the government to ensure adequate 
health care provision was in place for veterans. The previous studies in the thesis 
explored perceptions of mTBI by those who did not have the injury. The focus of the 
constructions was on the diagnosis of mTBI, treatment, symptoms experienced and 
consequences of the injury. The perceptions of those without the injury are important 
as they serve to construct how the injury and those with the injury are perceived by 
others. In this study the researcher shifts focus to weave the individual lived 
experience of mTBI into the previous constructions of mTBI in the thesis. Here the 
researcher is interested in harnessing the representations of the injury by former 
service personnel with the injury. In this study the researcher explores how former 
service personnel (with mTBI) make sense of their mild traumatic brain injury and 
their understanding of mild traumatic brain injury. The researcher looks at what 
having been through mTBI means for the former service personnel and the extent to 
which their injury has impacted their decision to leave the military.    
 
Employing the phenomenological approach as a way of looking at personal 
accounts of the injury, the researcher utilizes interpretative phenomenological 
analysis (IPA) to explore how former service personnel makes sense of and 
understand their experience of the injury.  
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6.2            Method  
 
6.2.1        Design 
 
            This study employs an existential phenomenological approach using 
interpretative phenomenological analysis to explore how a former serviceman with 
the injury viewed mTBI.  
 
6.2.2        Participant 
 
The researcher identified a set of inclusion and exclusion criterion to recruit 
participants to the study. These are listed below. Inclusion criteria are: 
1) Former service personnel who have a formal diagnosis of mTBI from their 
neuro practitioner.  
2) Former service personnel are asked if they are still seeking medical/ 
psychological treatment/ counselling/ assistance with any agencies. Important 
factors in the inclusion criteria are the length of time they have sought help, if 
they attend the treatment/ counselling sessions regularly and how they feel 
about seeking help/ treatment. Participants for the study are selected if they: 
attend the sessions regularly, feel positive about seeking or are inclined to 
seek help (as evidenced by the length of time they are known to agencies) and 
those who express a willingness to continue to seek/ attend treatment/ 
counselling are included in the study.  
 
Potential participants who met the criterion are contacted for a pre – interview 
assessment. During the pre – interview assessment, former service personnel with 
mTBI resulting from incidents outside of their tours of duty such as falls or accidents 
are excluded from the study as the study’s focus is on former service personnel with 
mTBI as a result of blast related/ non blast related mTBI in Iraq and / or Afghanistan. 
Furthermore, potential participants who hoped to utilize the study as an outlet for 
therapy are excluded from the study. Potential participants who are not known to any 
agencies (such as self help, brain injury and counselling) or who have never sought 
help for their emotional/ medical issues are excluded.  One former serviceman of 
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White British ethnicity, aged between 35-40 years old, who had been in the military 
for a little more than a decade and who had served on two tours of duty in Iraq and 
Afghanistan between 2005 and 2008 participated in the study. As he was worried 
about being identified, in addition to the confidentiality clause included in the 
information sheets given to him, he has asked that any identifying details be 
removed/ blanked out in the thesis. An example of this is specific dates, months 
when he was hospitalized as well as when he sustained the injury. 
 
6.2.3        Ethical Considerations  
 
The University of Surrey’s ethics committee granted the study a favourable 
opinion. The notion that the participant might experience emotional distress while 
talking about his injury and how he sustained it was discussed. To ensure the well–
being of the participant, the participant was included in the study only after 
ascertaining that he was actively seeking help for distress and in constant contact 
with support agencies. The researcher also sought out the support agency he was 
with so as to ascertain that he has a support network in place to fall back on if he was 
distressed by the questions asked during the course of the study. A list of hotlines for 
the participant to contact should he feel distressed as a result of the interview was 
also included in the information sheet provided to him. The participant was also 
informed at the onset of the study that he could choose to opt out of the study at any 
point should he wish to do so. Interviews were conducted face to face so as to be able 
to observe when a participant might be feeling distressed by the questions. The day 
after the first phase of the interview, the researcher spoke to the participant on the 
phone to set up a meeting for the next session as well as to ask how the participant is 
doing after the first interview. This was so as to ascertain if the participant was 
distressed by the first phase of the interview and to give the participant time to reflect 
on the interview. The second phase of the interview was then conducted face to face. 
The face to face interview allowed the researcher to gauge if the participant was 
coping well since the first interview. 
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6.2.4        Procedure 
 
Attempts were made to recruit participants from two service personnel online  
forums: (AARSE- the army rumor service) and the Veterans UK website forum as 
well as Combat Stress, Royal British Legion,  Royal British Legion Industries, 
Headway: Brain Injury Associations in the United Kingdom and Poppy Scotland. 
Attempts were also made to recruit participants on the social networking site 
Facebook. Former service personnel who had personal Facebook pages discussing 
injuries sustained during the war on terror were contacted about possible contacts 
they might know of who may have sustained traumatic brain injuries while on duty. 
The researcher also sought assistance from Headley Court Military Hospital to 
identify former personnel with the injury. The rationale for seeking former service 
personnel rather than active service personnel with mTBI is that it is difficult to get 
access to service personnel who are still serving as the researcher’s application to 
conduct research on active personnel with the injury had been rejected by the 
Ministry of Defence’s Research Ethics Committee. Participants, who had expressed 
their interest in the study, were contacted via telephone or email and a pre interview 
screening assessment via telephone or Skype was conducted to determine their 
suitability for the research. Participants were included/ excluded based on the 
exclusion/ inclusion criteria set out in the recruitment of participants section. A letter 
informing them of the research and consent forms was emailed/ posted to the 
selected participants so that they could make an informed decision prior to the 
scheduled interview. The participant selected for the next stage of the interview was 
contacted via the phone within a week of mailing out/ emailing consent forms and 
information letters and interview times is agreed on with the potential participant. An 
information sheet informing the participant of the study’s aims: to observe their 
experience of mild traumatic brain injury was given to the participant. The pre – 
interview schedule’s inclusion criteria was based on the action sheets on MOD’s 
mTBI website www.mtbi.mod.uk . Interviews were conducted face to face or via 
online video conferencing using Skype. The participant was interviewed 
individually. A diagram charting the pre – interview screening assessment and 
interviewing procedure is included in the appendix section (Appendix M). To ensure 
little inconvenience to the participant each interview is 30-45 minutes in length. The 
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interviews were conducted in two stages. Dividing the interview into two stages 
allows the researcher to check if the participant developed a delayed response to the 
contents of the interview. In addition to this, there was a debriefing after the 
interview where the participant was invited to talk about how he felt during the 
interview and what he thought of the study. This was so as to ensure service 
personnel were provided a platform to discuss their feelings and thoughts after the 
interview. At the start of the interview former service personnel were presented with 
a list of counseling services available to them (The list of the hotlines is included in 
Appendix H). This was so that none of the participants interviewed misconstrued 
being presented with a list of counselling services as an indicator that they were 
individually at risk or that they had been singled out to seek counseling services. The 
participant was given the option to opt out of the study at any point should he wish to 
do so. The interview schedule was developed with the aim of exploring former 
service personnel’s experiences with mTBI. The questions explore the coping/ 
healing process from the moment of the injury till present day. The schedule was not 
prescriptive but was more of a guide. The aim of the researcher was to converse with 
the participant(s) on their experiences with the injury and as such the questions were 
not necessarily asked in a set sequence. The researcher also asked the participant to 
think of a possible pseudonym for themselves and whoever else they described 
during the interview. This was done so that the participant felt included in the 
research as an active participant. The participant in the study wished to be known as 
Adam as he refers to the support group he joined as Noah’s Ark and the person who 
facilitated the support sessions as Noah.  
 
6.2.5        Analysis  
 
This study uses IPA to explore the former service personnel’s experiences 
from two epistemological positions of phenomenology and hermeneutics (Eatough & 
Smith, 2008). Phenomenology explores the relationship between the “noema and the 
noesis (that is the experience and the way it is experienced) (pp.11, Landridge, 
2007). When exploring the relationship between noema and noesis, phenomenology 
research tended to employ a process of epoché otherwise referred to as bracketing 
(Landridge, 2007; Larkin, Watts & Clifton 2006). In the process of epoché the 
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phenomenology researcher brackets/ or blocks out their worldview of a construct so 
that their research is data driven as opposed to theory driven (Larkin, Watts & 
Clifton 2006). Furthermore, anything outside the realms of consciousness is not to be 
included by the researcher (Larkin, Watts & Clifton 2006).  What this serves is that 
the phenomenology researcher constantly delves into the data, reflecting on it, 
examining changes and clarifying what they witnessed (Landridge, 2007). After the 
epoché process, phenomenology researchers tend to engage in phenomenological 
reduction (Larkin, Watts & Clifton 2006).  After bracketing the preconceptions that 
the phenomenology researcher might have started out with, the phenomenology 
researcher proceeds to describe what they have witnessed.  
 
Phenomenology appeals to the aims of the study as it assumes that there are 
multiple perspectives of a phenomenon which could yield different interpretations or 
views of life (Barker, Pistrang & Elliott, 2002). This can also be interpreted as 
phenomenology embracing/ encouraging epistemological pluralism (looking at a 
phenomenon from two or more theoretical traditions) (Frost, Nolas,  Brooks-Gordon, 
Esin, Holt, Mehdizadeh & Shinebourne, 2010; Suri, 2012).  
 
There are several types of phenomenological inquiry: descriptive, 
transcendental, existential and hermeneutical (Landridge, 2007).  In this study, the 
researcher is interested in existential phenomenology. Existential phenomenology 
has two concepts: objectivity (living governed by principles laid forth by society) 
and subjectivity (making life’s choices freely, embracing a lived in experience) 
(Lanigan, 1991). The notion of embracing the lived experience is expanded by 
hermeneutics which delves into Heidegger’s Dasein, which is the essence of being or 
a study of one’s existence (Megill, 1985). Dasein, according to Heidegger socially 
interprets his actions and it is that interpretation of the self that is studied (Salem-
Wiseman, 2003). Dasein evolves with the changes around the being. The being 
reconstructs its experiences in the face of new information and moves between 
different subject positions in recognition of the notion of the being in progress 
(Ortega, 2001). Within Dasein, lies the notion of time (temporality), factorial choice 
(facticity) and concern for the lived experience (care) (Megill, 1985). Being the sense 
of being, Dasein is grounded in the lived experience of a certain time frame. To 
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continue to engage in a sense of being, choices have to be made based on the 
environment (the factorial aspect). It is ultimately a person’s concern for their 
surroundings that leads to an expression of emotion as well as care (Eckartsberg, 
1998; Langdridge, 2007). Heidegger’s Dasein is in essence what this study explores: 
the lived experience of former service personnel who had experienced mTBI. The 
researcher explores the experience of former service personnel with mTBI to access 
what mTBI in the military context means to them and how these meanings shift with 
time. The participants’ conscious perception of their experience of mTBI in the 
military could provide valuable insight into mTBI phenomenon or on the literature 
surrounding the injury in the British military. Within the group of former service 
personnel, the accounts of their experiences of mTBI might differ based on their 
recovery time, extent of injury, and quality of care and treatment. The situation 
(experiencing mTBI) might be the same but the interpretation of their experience 
might vary based on the being’s perception of its existence.  
 
The data is analyzed using interpretative phenomenological analysis (IPA). 
Interpretative phenomenological analysis looks at the internal as well as external 
world view (Smith & Osbourne, 2004). It refers to different levels of a phenomenon, 
stating that realities are altered in the face of new information. Furthermore, a 
person’s speech and behaviour can be altered based on the shifts in realities (Fade, 
2004). Interpretative phenomenological analysis looks at how meaning occurs as 
well as how life is experienced by people (Murray, 2004). IPA is therefore useful in 
dwelling on health issues (Brewer, Eatough & Smith, 2008). The inductive nature of 
IPA allows for the researcher to go beyond retelling the participants’ experiences 
towards framing the lived experiences within the existing literature on the 
phenomenon (Brocki & Wearden, 2006). The double hermeneutic aspect of IPA 
alluded to by Smith (2004) wherein a phenomenon is doubly interpreted when a 
participant first makes sense of the world around them and secondly when the 
researcher attempts to make sense of what the participant is attempting to make sense 
of world around them, appeals to the multiple perspectives aspect of the thesis. In 
addition to this, another aspect of IPA that appeals to the researcher is that 
interpretative phenomenological analysis views phenomenology from an idiographic 
standpoint (Eatough & Smith, 2008).  By idiographic, the researcher refers to a study 
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of a specific situation or study of an individual’s experience (Larkins, Watts & 
Clifton, 2006). Interpretative phenomenological analysis therefore enables 
researchers to use a single case study to explore a person’s account of a situation 
(Fade, 2004; Noble, Nelson & Finlay, 2008). This is useful in the final empirical 
chapter of the thesis as there were difficulties encountered in recruiting participants 
for the study. The use of IPA in the final empirical study enables the researcher to 
explore the singular experience of lived experiences of a serviceman with mTBI. 
While it is difficult to know what the person’s experience with the injury was like 
from the onset, the former service personnel’s accounts engage with their memory of 
the ‘realities’. This complements SRT’s notion of representation evolving with time. 
In this study, the researcher employs SRT as a way of looking and IPA as a way of 
exploring the experience of the former service personnel with mTBI. Illness 
representations are also employed as part of the pluralistic approach of the thesis, to 
explore how a former serviceman with mTBI makes sense of his lived experience. 
The rationale for employing illness representations is that one of the aspects of 
illness representations looks at when the person is first aware of their condition 
(Harman & Clare, 2006). This helps in recounting the first memory of the illness/ 
condition. This is relevant to the last empirical study as it explores the former 
serviceman’s lived experience of his illness from the moment he was aware of or 
made aware of a condition he has developed/ sustained, when he receives 
confirmation of suspicions of the existence of a medical condition and how he goes 
about coping with the illness/condition. Such an account of his lived experience 
would require him to revisit past and present memories of his experience with mTBI. 
His experience of the memory is dependent of his interpretation of his memory and 
what he experienced.  
 
IPA was employed to explore the experiences of former service personnel 
with mTBI. This study could have utilized thematic analysis instead of IPA as both 
methods explore themes in the data. However, thematic analysis as a standalone 
method would not be able to meet the aims of the study as it would only be able to 
list the broad themes without being able to harness the interpretation being offered. 
IPA however looks at the interaction between a person’s personal and social world 
and the meaning making that comes about as a result of this interaction (Smith & 
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Osborn, 2003). This study’s focus is on a person’s experience of the injury and IPA 
provides the structure with which to explore the participants’ experience, the coping 
mechanisms they employed and their perspectives on the injury months or years after 
they sustained the injury.  
 
In the course of the analysis, the interview transcripts were read several times 
to ensure interpretations were grounded in the accounts presented. In the left hand 
margin, notes were made about interesting or significant comments the participant 
said. Through this, an initial set of themes were identified in the right hand margin. 
Phrases or sentences that highlight the themes were identified. Following this, 
themes were listed separately and the researcher looked for a connection between the 
themes identified. Some of the themes might be condensed into clusters to examine 
relationships between them with some emerging as superordinate themes (Smith & 
Osborn, 2004). Next, a list of themes that fall under each superordinate theme was 
produced. Alongside this, a final master table of superordinate themes and sub 
themes was drawn up based on the richness of the passages and how it helps shed 
light on the theme in terms of the overall account of the experience of mild traumatic 
brain injury. At the writing up phrase, the themes identified in the master table were 
expanded into a narrative with examples from the transcript to illustrate the account 
being presented. In the course of the narrative the researcher explored the social 
representations Adam (the participant whose experiences with the injury are 
described in this empirical study), constructs in his representations of mTBI. During 
the course of the analysis, the researcher observed how Adam anchors and objectifies 
his experience of mTBI and how he attempts to place mTBI in a category he is 
comfortable with. 
 
6.2.6        Results  
 
Two superordinate themes were identified during the analysis: Changes and 
no recognition. Within the changes superordinate themes are four subthemes, and 
within the no recognition superordinate theme there are two subthemes. These 
superordinate themes and subthemes serve to construct a narrative of the former 
serviceman’s lived experience with mTBI. 
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6.2.6.1   Changes  
 
Within this superordinate theme of changes are three subthemes: Perceiving 
and embracing change, other’s perception of the injury and till death do us part. 
Adam harnesses his experiences with mTBI as changes. Within this, he talks about 
what changes he perceives and how he and his loved ones embrace the changes, 
other’s perception of the changes and the changing face of his ties with the military, 
his wife and family. 
 
Perceiving and Embracing Change 
 
Adam attempts his own construction of his illness as he talks about the 
changes he perceives and how he has come to terms with these changes. He describes 
the blast or what little he remembers of having woken from one, the physical, visible 
injuries he sustained, the symptoms he experiences (hearing and memory loss and a 
reduction in verbal communication skills). He gives the researcher an insight into 
how he copes describing his experience as an adventure. He makes repeated 
references to age, relating his experience with mTBI to Alzheimer’s and relating his 
hearing loss to something that he thought happens only to the elderly, while 
reflecting that he felt old. 
 
Adam describes his early memory of his condition as something that did not 
warrant his attention.  
 
I had dislocated my arm…from the impact I suppose. My head needed stitches. 
Other than that they said I was fine. (Lines 53-54) 
 
Besides his head needing stitches and another physically visible injury, a 
‘dislocated’ arm, nothing was amiss. He qualifies his perception that everything was 
fine by relying on those he refers to as ‘they’ saying it was fine. This is the first 
indication he gives to the relying on others for information on his wellbeing. This 
notion on relying on others for information shifts in the course of the interview when 
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Adam talks about some of the changes he perceives and memory (in this case the loss 
of it) seems to feature very often in his account.  
 
I can’t remember things. I was supposed to meet my wife the other day and she 
said she was trying to reach me. I forgot and was walking around town, not 
knowing why I was there. It’s like you know. It’s like Alzheimer’s …. Scary at 
first but now it’s an adventure. I never know when I’m going to forget and what 
happens then. (Lines 199-203) 
 
Adam talks about not being able to remember, describing the consequence of 
that, walking around town. However he embraces this change talking about how it 
was scary in the past but how he has now changed his perspective of it to taking it in 
his stride, as an adventure. Though he realizes it is still a challenge coping with 
changes he embraces the trip. By classifying mTBI as like Alzheimer’s he draws on 
all the anxiety attached to the Alzheimer label. Though he starts off labeling it as 
scary, he gradually shifts to describing it as an adventure and not knowing what 
would happen seems to appeal to his sense of adventure so that he turns this 
experience from a negative to a positive association. Despite the reduction in his 
faculties, Adam is still upbeat about the change in his circumstances viewing it as an 
adventure where he never knows what tomorrow holds and where allowances are 
made for him on account of the injury. Adam explores the changes he sees in himself 
and embraces some of them, especially since they are attached to positive emotions. 
He continues with the idea of things are good these days with: 
 
Things are a lot better these days. I just treat it as a new adventure. My family 
knows it too. Friends know it as well.. Losing my memory means I get to be 
fashionably late…. Couldn’t do that before with the lads (Lines 232-234)  
 
Adam seems to consider his experience with mTBI as a journey; things were 
bad once, now they are better. He constantly refers to his experience as an adventure, 
where there are bad and good tidings. He is upbeat about the adventure aspect of 
mTBI seeing an opportunity in his situation, where he can now turn up ‘fashionably 
late’ which he could not do earlier during his time in the military. That friends and 
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family knows his situation means they make allowances for his condition. This 
demonstrates how those around him relate to his injury. 
 
I do get upset sometimes when I talk about the blast. The injury makes things 
difficult at times. I can’t do things I used to do before. (Lines 248-249) 
 
Things are not always rosy and Adam does gets upset when he discusses the 
blast. He attributes this to the injury and things being ‘difficult at times’. Adam 
describes the changes in his situation in relation to time frame saying how things are 
different post injury were he cannot do certain things he used to do in the past. 
Where he previously constructed how he could not be late earlier and how the injury 
has allows him to turn up late for his engagements, he now expresses frustration at 
the blast and the injury as he finds he cannot perform tasks he used to be able to do 
pre-injury. The reference to ‘at times’ here suggests that there are shifts here when 
things are not difficult because of the injury.  
 
I’m slower now I guess…. I’m not that quick when I say things…. or when I 
reply. That’s what everyone says. (Lines 274-275) 
 
Adam continues to dwell on the difficulties accorded by the injury.  He 
reflects that  he’s ‘slower now’ and he gets confirmation about the changes he 
perceived from others around him as they reflect his perceptions of what has changed 
in him. Adam constantly gravitates to how things were better in the past and is very 
aware of the reduction in his abilities to:  remember, converse and hear.  
 
It was shock… for the wife, our children and my friends. Me as well. I didn’t only 
have stitches from the injury, I couldn’t remember, and I couldn’t hear…. I felt 
old all of a sudden…you hear about hearing loss at old age but I didn’t think I’d 
get  it now.   (Lines 216 – 219) 
 
Adam demonstrates yet again a shift in his experiences in the temporal frame 
where he shifts from past to present time. The first shift is from the notion of a few 
stitches on his head to a sense of shock from the realization of a loss of faculties 
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(memory and hearing loss). He therefore shifts from an implicit temporality (where 
he has a few physical scars) to an explicit temporality where all is not well. The 
second shift is from an adventurous spirit to one of feeling old. At this point, Adam 
perceives his experience of mTBI as a sense of feeling old with hearing and memory 
loss.  
 
I’m like I’m not independent like before. My wife has to meet me when I go out 
and…. I can’t remember things. Uhhh… Not everybody understands that. (Lines 
251-252) 
 
This experience of losing parts of his old self continues with a loss of his 
selfhood. His identity changes from an independent person to someone who has to 
have his wife meet him when he goes out. As much as he tries grappling with this 
loss of self it is heightened by the notion that on a social platform not everyone 
understands his wife’s presence at his side when he is out.   
 
You don’t think about the injury. At least I didn’t. I didn’t know brain injury then. 
If you got hit, you got fixed. That’s what I’d thought… I don’t think it’s so simple 
now. (Lines 264-266) 
 
Now I know know that you don’t really get fixed…it gets worse instead. You’re 
left with questions that have no answers. 
 (Lines 268-269) 
 
These last two extracts in this subtheme illustrate the shift in Adam’s views. 
Adam reflected that in the past he did not think about mTBI. He did not have 
knowledge of the injury. He had not questions about it (before he was injured) and 
hence did not know any answers. He had thought that any injury in the conflict 
would be healed, that there was a solution for any injury. Through his own 
experience with mTBI he realized things were not as ‘simple now’ and that it was 
more complex. This conveys his own experience grappling with the complexities 
brought on by his injury. The use of the word ‘fixed’ suggests the notion of a quick 
fix while Adam from his own experience of memory and hearing loss knows that this 
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notion is just an illusion with things now getting ‘worse instead’. Now (post injury) 
he has questions but has no answers. Here Adam’s spatiality is illustrated by the 
changing of his previous view of quick fixes in the military to one where things are 
not so straightforward.  
 
Adam’s perception of the changes he has experienced shifts with time. This 
shift is caused by his awareness in the changes he perceives over a period of time. 
These changes are sometimes positive and sometimes negative. His awareness of the 
changes in him affects his sense of self.  Adam describes his experience of mTBI 
from his perception of how things changed for him. While he talks about his 
perceptions of self in this sub theme, in the next sub theme he focuses on his 
perceptions of how other’s perceive how he has changed post injury. Adam recounts 
his perceptions of how others perceive the changes in him and these matches with the 
changes he perceives in himself. In addition to this, he describes how he feels or 
reacts and what he thinks when he perceives how others perceive the changes in him.  
 
Other’s Perception of the Changes  
 
Here, Adam recounts how others perceive him or his perceptions of how they 
perceive him. Similar to the previous sub theme, Adam juxtaposes the good with the 
bad. Hearing loss is bad but his friends understand. He starts with the basic 
perceptions of change and proceeds to describe the complex aspect of the changes 
and how everything is not as simple now post injury. 
 
Can’t hear. Used to hear very well now I… everyone has to talk loudly. It’s good 
that our friends are understanding and no one minds me not remembering things. 
(Lines 212-213) 
 
On one level everyone has had to change how they talk, having to speak 
loudly because of his hearing loss. On another level, everyone shows their support 
and do not take it to heart that things have changed in their interactions with him. 
Similar to perceiving and embracing change, in this subtheme, perceptions of how 
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others perceive him shifts. There are days when everyone understands and other 
times when Adam perceives changes in how people relate to him.  
 
……hmmm how…..I’m slower now I guess…. I’m not that quick when I say 
things…. or when I reply. That’s what everyone says. Sometimes they don’t say 
it… but they repeat stuff..to me I mean… little things like that…I may be 
slower….but…I’m  I mean I’m not dumb so I pick up on their body language and 
the way they have changed towards me.  
 (Lines 274-278) 
 
Adam sees two different ‘realities’ before him. Adam describes how others 
perceive him in terms of his processing skills and ability to converse at a pace others 
are used to. He reflects that though his ability to process information and converse 
has been affected, he is using another aspect of interpersonal skills, interpreting body 
language to keep up with what the person is conveying during their interaction with 
him. He is presented with two scenarios: the verbal speech of the person 
communicating with him as well as the visual, what their body language is telling 
him. He sometimes figures out that there is a disparity between the two and draws his 
own conclusions from there to put together a third version of his interaction with the 
person.  
 
People look at you differently. They think you must be crazy or not fit in some 
way (Lines 306-307) 
 
While some people’s reaction to the changes in Adam was implicit, others 
were more explicit in their reactions to Adam. Adam talks about how people think he 
would not fit. The idea of not fitting in some way is jarring considering his earlier 
view on how friends understand. Stepping outside of his safety net of family and 
close friends, he encounters people who view him differently and whom he thinks 
consider him crazy. This perception that people view him differently is not just on 
the external sphere (strangers) but transcends into his internal network of close 
friends or army mates. 
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Well…. they… they you see… it isn’t something they see elsewhere. If you’re not 
injured you don’t see it. You’re out there doing the usual, doing what we do. What 
I used to do…..anyway  
(Lines 262-264) 
 
Similar to lines 264-265 in the earlier sub theme, where Adam recounted not 
thinking about the injury till he experienced it personally, here Adam relates this to 
his army mates saying if ‘you’re not injured you don’t see it’. He juxtaposes this with 
what he ‘used to do’ stating a difference in their experiences now. Adam with his 
newfound knowledge due to his experience with mTBI, makes allowances for his 
mates not seeing things the way he views them now stating his current state is out of 
the norm of the ‘usual, doing what we do’. He portrays the out of sight out of mind 
notion stating the injury is not something his mates are conscious of.  Here Adam 
constructs two representations of us and them. His own position shifts from once 
belonging to the ‘us’ category to now alone in the ‘I’ category and they the ‘us’ are 
now ‘them’. His own role shifts from the not injured to the injured category. His 
unique position as an injured person accords him the privilege of viewing the injury 
from a different lens, seeing things he did not see previously. While Adam seeks to 
come to terms with the different perceptions he and his mates have of the injury (in 
this mates’ case, they have no perception of the injury), the next extract suggests that 
though the injury was out of the norm, its nature led others to wonder if the worst 
was yet to be and that surviving death was not necessarily overcoming the worst out 
there.  
 
Well, it.. got to the the  point where my wife, well she wondered what else was 
new….  They were all very worried, the family and friends. Whether the worst 
was over after surviving death or was the worst on its way.  
(Lines 221-223) 
 
Adam’s close network of family and friends are left wondering if there was 
more bad news on the way. Adam does not leave any doubt as to the nature of new 
developments they worry about wondering whether the worst was yet to be. Adam 
categorizes surviving death as not necessarily a good thing.  Here Adam anchors 
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experiencing mTBI as surviving death but being the worst for wear. The labeling of 
fearing what the future holds in terms of how else the injury manifests itself as worse 
than death categorizes the mTBI experience as an uncertain one, fraught with new 
challenges.  
 
In summary, Adam perceives how others have changed towards him as well 
as the changes seen in him. He constructs his experience in terms of implicit and 
explicit temporality (described earlier in chapter 3). He shifts his constructions from 
when others understood of the change thereby resulting in him being comfortable 
(implicit temporality) and when others view him differently creating dissonance from 
his newly aligned comfortable state of being (explicit temporality).  Adam’s 
engagement with his Dasein makes him aware of his environment and how people 
have changed towards him. He internalizes this to what he was like when he did not 
see the injury and rationalizes that it must be the same for those around him. In the 
next sub theme, Adam speaks about shifts in his perspectives on life and reflects on 
his perception of the changes in his ties with the military and with his family. The 
notion of ‘till death do us part’ shifts and the people he feels beholden to in that 
promise shifts as he perceives the shift in how others (the military and his mates in 
the military) view the ties he once shared with them.  
 
Till Death Do Us Part 
  
Adam’s experience with mTBI changed his perspective of his ties with the 
military and with his family. Before his injury Adam had thought he shared two 
conjugal bonds: one with the military and the other with his wife. Adam post injury 
evaluates these as he has experienced changes in the nature of his relationship with 
both partners (the military and his wife).  
 
You know I’ve been in the military since 18 and I thought they’d be with me for 
life… sort of till death do us part (Lines 170-171) 
 
Here Adam talks about how he had once viewed his relationship with the 
military. He had considered that his death would be what would end the relationship 
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he shared with the military. However when he returned alive but injured things 
changed as reflected in the next extract.  
 
I mean I’ve been on tour and spend more time in Iraq than with my family… but 
then then… then all of a sudden I’m cut loose.. not told why or anything. They 
were not willing to help me…to to find out what was going on.. you know… with 
me. (Lines 173-175) 
 
Adam felt this bond with the military since he ‘spent more time’ with them 
than with his other conjugal partner (his wife) and children. The sudden rift in the 
relationship is felt acutely as he is ‘cut loose’. His choice of words here describes the 
abrupt ending of the relationship as he had perceived it. He realizes the feelings of 
‘till death do us part’ were not mutual. This forced separation is imposed on him and 
not one where he had a choice. Besides being ‘cut loose’, Adam is not given any 
reason for the exclusion. At this point in the transcript Adam has still not decided to 
leave the military so the notion of ‘cut loose’ is not that of leaving the military but 
being excluded from the right to know or to information on what was happening to 
him. It is this monopoly of information that Adam feels acutely as he is left to 
grapple with his changed circumstances alone.  He is aware of his othering, using 
terms such as ‘they’ and ‘me’. This demonstrates how distant and aloof he feels the 
military has become post injury. The unwillingness to help and to find out what was 
happening with him; not being alongside him in his struggle to come to terms with 
the changes he perceived is juxtaposed with the time he spent with the military 
instead of with his family. While Adam feels he is ‘cut loose’ by the military he does 
not extend this to his mates in the military. 
 
They haven’t changed totally. They’re still my mates… It’s just that our lives are 
now … like parallel….things are different. I’m not there anymore. I’m moving at 
a different pace I guess (Lines 280-282) 
 
Adam maintains that the relationship he shares with his military mates is 
unlike the bonds he perceives with the rest of the military (those that cut him loose). 
He interprets their changes towards him (which he maintains is not total) as part of 
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the life he leads now. The idea of ‘parallel’ (line 281) lives reflects the differences 
created by his absence in their lives as he is ‘not there anymore’ (line 281). Adam 
processes this on two levels negotiating the change in terms of absence versus 
presence and the pace in which he moves. Adam views these changes in his self 
identity and internalizes the changes in how his mates in the military perceive him as 
something brought about by the pace he is travelling at. He therefore does not impose 
his own difficulties on them but seeks to make allowances for how they have 
changed towards him positioning his mates as the norm and himself as moving away 
from the norm which has caused them to change their perception of him. He 
maintains that despite the shift in norms they are still his mates since they have not 
changed totally. This notion that he has changed as a result of the injury is continued 
when he discusses his decision to leave the military. 
 
I felt I couldn’t go back. I wanted to go. Be back with the lads… I mean these 
were my mates but I couldn’t do things like I used to. (Lines 318-319) 
 
Adam demonstrates his struggles with objectivity and subjectivity. Despite 
wanting to go back to be ‘with the lads’ his knowledge of the impact of the injury on 
his ability to perform at the same pre injury level prevents him from going back to 
duty. His perception of the diminution of his abilities proves to be a stumbling block 
to his returning to work. The reduction of his abilities is not within his control and 
that impedes his going back to active duty. While he grapples with his awareness of 
the deficits caused by his injury, he is aware of his second conjugal partner, his 
wife’s emotions on his returning to serve his first conjugal partner, the military. 
 
My wife thought I won’t make it back this time. I didn’t want to scare the kids and 
her again. This time was enough. I didn’t want them to worry. 
 (Lines 319-321) 
 
Adam shifts focus from the military to his wife and children. He is aware of 
his family’s feelings on his returning to work in the military. Adam talks about his 
decision here, saying he did not want them to worry. The decision came about 
                                                                                                                 
 
152 
 
because of his awareness of their feelings on the subject and his own reaction to their 
emotions.  
 
My family thought about that all the time. If you go, the next call might mean… 
you know…. Death.. didn’t want to do that to them.  
 (Lines 333-334) 
 
Here, Adam talks about the possibility of his death while on duty if he had 
chosen to remain in the army and been deployed to Iraq/ Afghanistan again. While he 
had supposed his relationship with the military ends with death, there is no such 
premise for that here in his relationship with his family as he reflects on what his 
dying while on duty would do to his family. Here, Adam equates returning to active 
duty as returning perhaps to answer Death’s call. Adam then makes the decision to 
leave the military. 
 
I felt it was about time. I couldn’t be the old me. The me now couldn’t do what I 
used to. Quit while I still can. No point coming home in a body bag and upsetting 
everyone. (Lines 329-331) 
 
In his decision to leave the military, Adam reflects on the ‘old me’ and the 
‘me now’. Unlike lines 174-175 where he was ‘cut loose’ here, Adam is the decision 
maker. He decided when he was going to call it quits. Even though he demonstrates 
that he decided to quit, he suggests that this was motivated by the changes brought 
about by the ‘me now’. This suggests that the decision has been made for him in a 
way by the decline in his abilities. The notion of quitting while he ‘still can’ suggests 
that if he did not quit now he would be made to sooner or later due to the impact of 
his injury on his ability to perform in the military setting. Adam talks about wanting 
to continue in his current capacity and not wanting to risk returning in a ‘body bag’. 
This reflects his shift from ‘till death do us part’ stance with the military to not 
wanting his family to go through his death if he chose to stay on in the military. 
 
In conclusion, his decision to quit before ‘death do us part’ is influenced here 
by his awareness of the changes he has undergone post injury. This is another factor 
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that weighed in on his decision to leave the military besides his family’s sentiments 
on returning to active duty. The military cutting him loose while not giving him any 
information also fuelled his decision since he was not being assisted in any way and 
had to cope with the impact of the injury by himself. While Adam is cut loose from 
one conjugal partner (the military), he is mindful of the second conjugal partner’s 
(wife) emotions and decides on a course of action that would bring about a resolution 
to the dissonance he has encountered as a result of the injury.  
 
In this subtheme, Adam reflects on how he has changed and how others 
perceive these changes (or rather, his perception of their perception). He locates the 
changes he perceives in terms of past and present. He shifts in how he perceives the 
injury’s impact on him and those around him moving from positive associations 
(getting away with being fashionably late and having an adventure) to negative ones 
(such as being perceived as crazy). The decision maker changes through his 
discourse shifting from the military (cutting him loose) to himself (calling it quits).  
 
In the next superordinate theme, no recognition, Adam shifts from the 
changes he experienced to what he was told or not told about the injury. Within the 
superordinate theme, the researcher identified two subthemes: They didn’t tell me 
and no formal support. Adam’s experience with not getting any recognition for his 
injury is located within the two subthemes.   
 
6.2.6.2   No Recognition 
 
Adam talks about his perception of the changes he experienced post injury, 
his perceptions of how other’s perceived changes in him and the evolving of his 
relationship with the military and his family in the first superordinate theme. This 
second superordinate theme on no recognition reflects the difficulties he faced in 
getting the military to recognize the changes he was experiencing as a result of the 
injury. Adam talks about not being given enough information and not being told 
what was happening to him in the first sub theme and in the second sub theme he 
talks about not getting formal support for his brain injury.  
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They Didn’t Tell Me 
 
In this sub theme Adam constantly recounts not being told. At first he 
recounts it as not being told, but later in this subtheme he states that ‘they’ didn’t 
want to tell him he had brain injury (line 76), stating what he believed to be a 
deliberate choice on the part of those withholding the information. In this subtheme, 
Adam continues with the othering of ‘they’ and ‘me’. He begins his recount of not 
being told what was happening to him or what had happened to him from waking up 
from the blast in Iraq right up to his time in Headley Court Military Hospital. 
 
They didn’t tell me when I was there or when I returned. (Line 64) 
 
No that’s the thing. You’d think they’d tell you won’t you, they but they didn’t. 
They didn’t tell me at in Iraq and they didn’t tell me here when I got back (Lines 
67-68) 
 
In the two extracts above, Adam reflects on the times they could have told 
him about his injury. He draws on two different time periods (point of injury and 
when he returned to the United Kingdom) when they would have had the opportunity 
to inform him of his injury ‘but they didn’t’. ‘They’ here is used as a collective to 
represent the military. He once again engages in the notion of ‘them’ and ‘me’. He is 
not part of the group. He infers that the researcher (‘you’) would think ‘they’ would 
mention it. In lines 67-68, Adam constructs three tiers of knowledge: ‘they’ the 
holders of the knowledge, ‘me’ the person (that is Adam) trying to gain knowledge 
but not given any access and ‘you’ the researcher or consumer of this discourse. 
 
They didn’t want to tell me I had brain injury. They just told me the headaches 
would go away. They didn’t (Lines 75-76) 
 
Adam now shifts from them not telling him what was going on to them not 
wanting to tell him about the brain injury. He positions this not wanting to tell of the 
injury as an active choice on their part. He explicitly specifies the type of injury 
(brain). He then describes what they told him - about the headaches and that ‘they 
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would go away’. He dismisses the knowledge they imparted to him by delving into 
his own experience that they (the headache in this case) did not go away. 
 
They didn’t tell me anything. I went back there three times in the next two years. 
(Line 89-90) 
 
Here Adam seeks to quantify his experience when he talks about being 
hospitalized. Not being told anything keeps him in this state of limbo, neither here 
nor there. The time frame he was in limbo, and not in the know of the extract nature 
of his injury and what it entailed makes what he was going through more 
pronounced. He follows up on this construction with an explicit reference to his 
having “had a hard time: (line 92).  
 
I had a hard time. My head ached. I couldn’t understand. Understand what was 
going on. Nobody told me what was happening. (Lines 92-93) 
 
Not knowing what was going on and having his head ache made things 
difficult for him to comprehend what was going on. Adam refers to headaches 
elsewhere in the transcript (lines 75 -76). This repeated reference to his head aching 
suggests that all it not well. Juxtaposed alongside not understanding what is 
happening and not being told (line 92-93), Adam constructs a sense of uncertainty, 
not knowing and not being told anything. Adam struggles with the not knowing and 
not being told anything especially since he was looking for help to understand what 
he was going through. 
 
I wasn’t told anything. None nothing at all. Not one thing. Just headaches will go 
away. They weren’t helpful. (Lines 123-124) 
 
Here through the four part list, Adam once again constructs how he was not 
told “I wasn’t told anything. None nothing at all. Not one thing.” (Line 123). At this 
point Adam shares his thoughts on the level of assistance he receives. He explicitly 
states that they “weren’t helpful.” (line 124). The headaches not going away and 
head aching were constantly mentioned by Adam. Here, Adam positions himself as 
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the lone ranger (the ‘us’) and the authorities who were not telling him about his 
injury in another group (the ‘them’). He is in need of help and they were not 
forthcoming. Societal norms dictate that when in need one seeks help. In this case, 
Adam felt a need to seek assistance for the headaches that were recurring. The 
headaches were not being recognized or acknowledged by those he was seeking help 
from who dismissed them as something that will blow over or ‘go away’ (line 124). 
With no information being shared, he was alone in his experience and this served to 
fuel his perception of being alone and not being given any support. Adam then 
reconstructs his experience in this new light that he has to fend for himself. This 
reconstruction is continued in the next sub theme on no formal support which 
extends not being told to not getting any assistance. 
 
No formal support 
  
Adam’s sense of not being told and not being supported is fuelled by the 
media he watches. He draws comparison between American veterans getting help 
and feels the sharp contrast between his situation and theirs. His situation is made 
more acute with the ‘lots of help’ (line 124) his American contemporaries are getting 
as opposed to the absence of help he is experiencing. In the next two extracts Adam 
feels shortchanged: his American counterparts have a totally different experience, he 
has to ask for help while they get it easily.  
 
You know how you hear about the Americans getting lots of help ..you read about 
it on their websites and on YouTube. 
(line 124-125) 
 
The difference in the two (British and American) care networks is highlighted 
by Adam here. Here Adam positions himself in a different group. However, he 
divides the ‘them’ to two different groups: the American soldiers and the hospital 
support here in the United Kingdom. He positions the American soldiers as those 
with help where the hospitals do things to support them. He then reflects on his own 
situation and positions himself in a less privileged situation where things are not 
done for him. Instead he describes a sense of talk down approach where he is told by 
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the hospital staff presumably that what he is experiencing will go away. He is not 
given more information such as the time frame it will go away by. Adam then 
identifies who he can rely on for help: his buddies. This positions Adam as his own 
problem solver having to seek help from his peers as opposed to his American 
counterparts having the hospital do things for them. In times of need, his buddies are 
there for him, getting all the information he needs to him.  
 
Yes.. they talk about how they are helped, what the hospital did for them…. 
but…But there’s no support here. I’m told it’ll go away. That’s it. When though? I 
had to rely on my buddies to get information on who to see and where. 
(Lines 127-129) 
 
Here there is a twist as Adam chooses to leave the hospital. From working up 
notions of not being in control of his change in circumstances, Adam now seems to 
take charge; he decides when he wanted to leave the hospital. However he meets 
with yet another stumbling block, the lack of support he experienced earlier is 
extended further from not providing information to now withholding information or 
being reluctant to record his medical condition (lines 144-145). This echoes the 
earlier sub theme of not telling him because they did not want to tell him about the 
injury (line 76). The absence of formal recognition of his medical condition would 
impede any hope he has of getting assistance for it.  
 
Oh that… when I wanted to leave, they didn’t fill it in. They didn’t want to write 
that I had brain injury. 
(Lines 144-145) 
 
The reluctance to put on record his brain injury has far reaching implications 
for Adam. His injury cannot be recognized without proper documentation. 
Furthermore, he would be unable to move forward without knowing what was going 
on (line 151). Adam was expected to still ‘recover and move on’ (line 148) while not 
knowing about his condition or being given adequate assistance for it. The 
contradictory messages he was getting were not helpful to him. Adam was looking 
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for some concrete confirmation on what was happening to him, to be given 
information on his condition so that he could cope with his injury.  
 
They didn’t but I can’t seem to get recognition for it. Having a brain injury means 
nothing. I was still expected to be able to recover and move on. They told me 
about the injury, some papers but they didn’t write it anywhere else. No 
confirmation. That was what I needed. I needed to know what was going on. I 
mean… I needed to know for sure. To know what was going on  
(Lines 147-151) 
 
Adam constantly reiterates the lack of information given to him and that he 
was left to fend for himself: to cope on his own. In the last extract below, Adam 
realizes that was the extent of the help he would be rendered and that he was 
expected to cope with whatever limited help he had been given and move forward. 
Adam then embarks on his journey of recovery. Adam’s recovery journey appears to 
be a solitary one with no support from authorities he was depending on. He had to be 
his own catalyst and start actively looking for and seeking assistance for his 
condition.  
 
Some information, they had on brain injury. That was it though. There was 
nothing else.  I had to look for places by myself. (Lines156-157) 
 
In conclusion, Adam shifts his position from depending on them for 
information at the start, then hoping for information, to realizing it was not 
forthcoming and then moving to getting his own information on his condition. In this 
superordinate theme the reluctance to put Adam’s condition on record, the lack of 
adequate information conveyed to him, the lack of formal support and lack of formal 
recognition of his condition places Adam in a very awkward position of having to 
shift from not knowing what was going on; to wanting to know what was going on; 
to being presented with a total reversal of conditions for his counterparts across the 
Atlantic; to meeting with stumbling blocks along the way  and to eventually seeking 
the information on his own terms. Through this journey of discovering more about 
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his condition, Adam learns how his expectations have had to change along the way 
and he learns to rely on his buddies and himself to move forward. 
 
 The researcher utilizes the two concepts of existential 
phenomenology: objectivity (living governed by principles laid forth by society) and 
subjectivity (making life’s choices freely, embracing a lived in experience) to 
summarize Adam’s construction of his experience. Having been in the military for a 
little more than a decade, Adam’s life revolved around the military to the extent that 
he felt he shared a conjugal bond with the military. However, post injury, he found 
that he had no control over the changes to this relationship. The change in his 
relationship with the military and their treatment of his health issues caused a further 
rift in the relationship. However, there are positive aspects to this change. He no 
longer had to keep time according to military precision and could now be fashionably 
late. Though he was faced with challenges due to the changes in his abilities, he 
coped with this change by looking at it as an adventure. Moreover, he realizes that 
his relationship with his military buddies has changed since they are not privy to his 
experiences post injury. He positions this as the norm since he had held the same 
views as his military peers before sustaining his injury. 
 
7.3           Discussion  
 
Adam constantly reiterated his experience of mTBI as a journey. However, 
within the course of the interview, his journey shifted subject positions: the journey 
started with confusion about what was going on and he discovered new things about 
himself as he coped with changes within him post injury. He viewed this journey 
positively for the most part, acknowledging its challenges but embracing them as a 
part of his life now. He coped with these changes by viewing them as an adventure 
he was on. Along the journey he reflected on his days in the military and his double 
conjugal vows and how he was now divorced from one conjugal vow and remained 
committed to the other. Adam’s shifted in allegiance to placing more emphasis on his 
relationship with his wife and family over his desire to continue in the military 
demonstrated an awareness of the shift in his own views of what was important to 
him. The military took a backseat post injury while the family took centre stage. 
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While Adam talked of his family and friend’s role in his coming to terms with and 
coping with the injury, he also stated that part of his journey was solitary with no 
companions or few companions. His quest to understand what was happening to him 
and to seek formal recognition and support was for the main part a lone journey with 
his buddies occasionally steering him in the right directions to receive the help he 
needed. Adam thus shifted from a man embracing adventure to a man forced by 
circumstances to be his own problem solver. Adam’s description of his journey is 
similar to what happens during illness constructions when people documented their 
experience from the moment they experienced the illness, through diagnosis, 
treatment and eventual recovery (Greenfield et al., 1998).  
 
Throughout the extracts, Adam described his efforts to come to terms with 
what he was experiencing. He acknowledged that he needed expert advice and 
support and sought it only to be fended off with little information or information that 
he felt was not true based on his experience of the injury (i.e. that his headaches 
would go away). Adam’s quest to know what was going on was in keeping with 
illness constructions where people needed to get through the ‘what’ aspect of their 
illness’ so they could begin the process of the ‘how’ part of rehabilitation and 
recovery (Abrahams, 1997). Adam also described a variety of emotions and 
situations: uncertainty, fear, shock, having to cope with how people look at him, 
bringing his wife along everywhere and being allowed to be fashionably late. He 
reflected that the injury took some things away from him: independence and that his 
ability to interact with people has been reduced in terms of his processing 
information. He contemplated the things he had gained from the injury: more quality 
time with his family, being given allowances to get to meetings late rather than 
having to be punctual previously and having a close knit circle of friends who knew 
about the injury and whom he could fall back on. Adam mentioned a shift in his 
perspectives on the injured in the military. Prior to his injury he had not thought 
about being injured. ‘If you got hit, you got fixed’ (line 265). After his injury he 
acknowledged that his uninjured peers probably viewed his injury in a similar vein 
since he had done so himself pre injury. In doing this as well as when making 
comparison to his American counterpart’s experience, Adam experiences resonated  
with Merleau-Ponty’s (1962) focus on different viewpoints on the same situation. He 
                                                                                                                 
 
161 
 
now recognized the complexities in the fixing process while coming to terms with his 
injury.  
 
This case study explored a former service personnel’s dawning awareness of 
the extent of his injury and his journey in coming to terms with his injury. Being a 
case study based on a sole participant, the researcher recognized that others’ 
experiences of the injury may differ from Adam’s. The level of care and support 
might also vary based on the extent of their injury, the information they have on the 
injury and how actively the personnel worked towards being their own problem 
solver. Furthermore, the analysis presented in this study was the result of double 
hermeneutics where the researcher made sense of what Adam made sense of. Other 
researchers may interpret Adam’s interview differently.  
 
6.4           Reflection  
 
Being my mother’s caregiver while she recovered from mTBI, I had to 
bracket my own assumptions and experiences of the lived experience of mTBI. As 
such, while writing up the interview schedule and pre – interview assessment I had to 
be careful not to include questions that were leading or affirming my own care giving 
experience or that of my perceptions of my mother’s experience with the injury. I 
had to focus instead on writing up an interview schedule that reflected what I wanted 
to explore about a former service personnel’s experience with mTBI. While 
interviewing Adam, I had to pay attention to the type of questions I might have been 
tempted to ask during the course of the conversation (such as questions that would 
have either been regarded as leading or influencing his account of his experience). 
The process of bracketing did not stop there and was extended to the analysis where I 
had to be mindful not to choose themes that reiterated my views and my own 
experience as a caregiver. I also had to be mindful to not be influenced by the 
literature review on brain injury as well as the perceptions of the injury as expressed 
by participants in the other empirical chapters of the thesis.  
 
Another aspect of my experience conducting this study was the problems in 
recruiting participants to the study. I had contacted veteran organizations in the 
                                                                                                                 
 
162 
 
United Kingdom and found it difficult to recruit participants for the study. I had 
thought there were going to be more than one participant when I wrote the initial 
ethics proposal. I had envisioned 6-8 participants at first and then hoped for at least 
4-6 participants. Veteran agencies I spoke to expressed problems in locating the 
former service personnel as they (the former service personnel) tended to move 
around and were not residing at the addresses on file. I then made changes to the 
recruitment drive including all other brain injuries besides mTBI as long as it was 
sustained while in combat. This latter inclusion of sustained brain injuries while in 
combat proved to be another stumbling block as most of those with brain injuries 
identified by veteran organizations were sustained during a domestic incident such as 
fights or motor accidents. I then sought assistance from Headway: The Brain Injury 
Association’s help in recruiting participants. I spoke to/ corresponded with all the 
branch representatives of Headway throughout the United Kingdom and they 
identified three potential participants. One of those identified said he did not feel he 
fit the criteria and was excluded from the study as the study is about the conscious 
lived experience of the injury. I spoke to two of the potential participants over the 
telephone and sent them information on the study as well as the consent form to 
review after the pre – interview assessment. I then called them to affirm their 
willingness to participate in the study and to schedule a time and place for the first 
interview. At this point I was working on the assumption that as former military 
personnel, if they said they (the first participant) would call after they had reviewed 
the information on the study I should wait for the call rather than disturbing them. 
This was a misconception on my part as I had not taken into account that the injury 
had resulted in memory loss which would mean they forgot they had spoken to me! 
After a week had gone by, I called him and as I was unable to reach him, I called the 
support group he went to and was told he had not attended the previous session or 
called to say he would be attending the next session. Thankfully, Noah, the facilitator 
of the support session told me that people with brain injuries tend to forget and that it 
was acceptable for me to call the participant and remind them of our conversation. 
He said it would not come across as hounding the potential participant (I later 
discussed this with Adam, the participant who agreed and said it would be okay for 
me to call him to remind him of the interview session). I then asked Noah if I could 
attend the support group and went to the session hoping to meet the potential 
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participant. He was not at the first support session but I managed to get in touch with 
him in the interim and he recounted that he thought he had had a conversation with 
someone but could not remember. We schedule the first phase of the interview and I 
called Adam a fortnight before the interview and again a week before the interview 
to remind him of the interview besides emailing him about the interview.  
 
While the first phase of the interviews for both participants went well, I 
encountered an unexpected problem due to scheduling in the second phase of the 
interview. I had exercised caution in not upsetting the participant with my questions 
and had thought of dividing the interview into two phases so that the participant is 
given time to rest and not be emotionally or physically exhausted by the interview. 
However, I had failed to take into account that it might be difficult to get in touch 
with the participant after the first phase of the interview. Both the first and second 
participants had a period of time where they were not contactable.  The support 
groups who identified them for the study during the recruitment drive also said they 
could not get in touch with them and that they had not attended the support sessions. 
While the second participant was still not contactable in early September 2012, I was 
able to get in touch with the first participant (Adam) and literally camped out in the 
area (staying in a bed and breakfast nearby) so as to be able to conduct the interview. 
I stayed in the town the participant lived in as the participant did not live in the 
Surrey region and it would take me six hours to travel to where he was to conduct the 
interview. I chose to stay in the same town as I was afraid that once I managed to get 
in touch with him through his mobile phone it would be difficult to arrange a time to 
interview him if I was travelling to the interview from Surrey and there was a risk 
that he might not be contactable again. However, if I stayed in the same town as him, 
it would be easier once he answered his phone to say that I am in the area and that I 
could interview him now if he was free. Thankfully Adam did answer the phone on 
one of my attempts to reach him and I managed to complete the second phase of the 
interview after three days of staying in a bed and breakfast.  
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Chapter 7.  Discussion, Directions for Future Research and Conclusion 
 
7.1        Introduction 
 
In the thesis, the researcher explored how various social groups perceived 
mTBI in the British military. The researcher explored how team members of the final 
project team report on MTBI, the general public and a former serviceman with mTBI 
perceived the injury. In the first study, mTBI in the British military was perceived by 
the authors of the final project team report to be recoverable. It was constructed as an 
injury that was problematic to define and that caution should be expressed against 
labelling it as it has implications for compensation seeking. Despite the difficulties 
attached to the disorder, the authors of the report constructed it as an injury that has a 
care plan in place by the government. In the second study, the very labelling of mTBI 
was called into question. Its varied symptoms were presented as evidence to discredit 
and marginalize the consequences of mTBI. Those with persistent symptoms were 
constructed as having pre-existing conditions.  All these served to construct a level of 
certainty of attaching too much significance to mTBI and served to align mTBI as a 
disorder that was manageable with little consequences. In the third study, there was a 
shift in terms of knowledge. The expert perceptions in studies one and two were cast 
aside here to access the layperson’s perception of the injury. Some participants 
constructed mTBI as something they had no knowledge of and something they never 
thought about before. The public perceived mTBI to be a trauma to the head, from 
hurting the head and/ or brain damage. It was perceived as something caused by 
stressful events. Others felt it was not life threatening. Members of the public had 
diverse views on the long term effects of mTBI with some perceiving it to have long 
lasting effects while others felt it did not affect daily function and could be cured. 
Furthermore, members of the public felt mTBI in the British military was something 
the government should deal with and considered the injury an occupational hazard: a 
common injury in the military circle that service personnel knew about. In the fourth 
study the former serviceman with the injury perceived the injury to be life changing. 
It redefined his bond with the military. He felt he was on a journey post injury. He 
constructed his experience with the injury as one without recognition. However he 
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reflected that the injury gave him social privileges he did not have before and he 
viewed his experience with mTBI as an adventure. 
 
7.2        Overarching Theme 
 
Having looked at the four key stories of the empirical chapters, the researcher 
focuses now on the overarching theme of the thesis: the four empirical studies work 
up a sense of uncertainty about the injury. Similar to the heterogeneous aspect of the 
injury described in the literature review, the four studies constructed a wide range of 
symptoms displayed. The nature of the injury and the duration of its manifestation 
were also varied, ranging from short to long term. The four studies constructed 
varying degrees of uncertainties in terms of diagnosis and management. In the first 
study, the authors suggested that diagnosis was problematic because of the symptoms 
of mTBI being linked to other disorders. The second study suggested caution at the 
labelling of mTBI adding that addressing it under the brain injury category accorded 
it unwarranted importance in terms of its impact and consequences. The author of the 
project report sought to discredit any aspects of the injury that raised warning bells 
and chose to legitimate the care plans in place to address the injury instead. This 
serveds to project the perception that all aspects of the injury that did not align with 
their perspective of a mild carefree mTBI were marginalized, discredited and 
ultimately discarded. The third study provided a spectrum of causes suggesting that 
the injury might be short term or long term and that it may even be life changing with 
the onus on the government to ensure adequate healthcare provision for veterans. 
This study also suggested that not everyone was aware of what mTBI was and/or its 
effect on those with the injury.  
 
While the first two studies demonstrated a certainty in terms of care plans and 
diagnosis in place for veterans with the injury, the last study’s participant suggested 
that this was far from the case. The last study provided an in depth insight into what 
the injury was like. This was to be expected as the last study was the only one of the 
four empirical studies that explored the impact of the injury on those with the injury. 
He struggled with formal recognition for his injury and had little support from within 
his army ranks. While other studies presented their perceptions drawing from 
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research, the media and social interactions, the last study’s participant continues to 
live with the injury and draws his perceptions from his lived experience with the 
injury. While the perspectives of those in chapter four to six appear to end after the 
studies the last participant continues to go on: what he describes as a journey, an 
adventure. In terms of the identity aspect of mTBI, the last study’s participant, Adam 
underwent a change in his circumstance that resulted in him being divorced from the 
military besides being unable to share his experiences with his peers in the military.  
 
All the empirical studies seemed to suggest a sense of uncertainty attached to 
the diagnosis and management of mTBI. This was also reflected in the literature 
review in chapter 2 where mTBI had an array of symptoms, definitions and 
diagnosis. The main reasons for this uncertainty stems from the heterogeneous aspect 
of the injury with far too many possibilities in terms of type of injury, impact and 
management.  
 
7.3        Links to Theory 
 
The study employs SRT as the overarching framework of the thesis. Social 
representations look at how people perceive a phenomenon using anchoring and 
objectifying. In the empirical studies people described a concept that was either 
unfamiliar to their audience (in the case of the project report) or unfamiliar to 
themselves (the third study and to some extent the last study).  
 
In the first study the discourses described a problem and also put forth its line 
of defence against the problem. They engaged in naming and shaming by aligning 
mTBI with stigmatised old wounds of war. The second line of defence worked up 
constructions of a care spectrum in place to deal with those with mTBI while the 
third line of defence described a consortium of collaboration between the United 
Kingdom and the United States of America’s military research teams. This third line 
of defence delivered a hidden punch alluding to UK supremacy on two levels: 
forging ahead working on neural markers linked to head injury, pioneering the 
diagnostic tool which had not been validated in the US military arena. This discourse 
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positioned UK as ahead of the game in identifying, treating and containing 
incidences of mTBI in the British military. In the second study, while the analysis 
highlighted the deflation of mTBI as a label of repute, it also brought to the forefront 
what the authors of the report chose to highlight: the efficacy of the care plan in 
place in action. Touted as superior to the US in some aspects, it suggested a high 
level of preparedness prior to the war on terror and during the war on terror. It 
invokes international gold standards of excellence by its reference to being in 
accordance with the World Health Organization (WHO). In the third study, the 
proportion of members of public who took part in the study provided a diverse range 
of interpretations of mTBI with some of the interpretations of symptoms, durations 
and impact of the injury almost resounding with some of the views in the literature 
review. Some mentioned it was very mild with little or no effect while others 
perceived mTBI to have life changing consequences for the service personnel. Using 
SRT alongside the critical realist position and thematic analysis, the researcher 
observed the shift in the multiple perspectives angle of SRT. In the fourth study, 
prior to sustaining the injury Adam had no knowledge of the injury and what it 
entailed. He believed it would be a case of find and fix and when that was not the 
case, he had to realign his beliefs to his experience. This shifting in his perspectives 
is something social representations theory alluded to when it described realities as 
being fluid (Moscovici, 1998).  
 
7.4        Epistemological Comment 
 
Using a pluralistic approach, the researcher explored several versions of 
‘realities’. Beginning with social constructionism, the researcher was able to explore 
different accounts of a situation emphasising different areas of a situation. During the 
naming and labelling of mTBI the authors of the official report cited research studies 
and programmes on brain injury to solidify the viewpoints they are putting across. 
They wove together reports and programmes in place as well as the superiority of the 
United Kingdom’s action plans so as to project an image of everything being under 
control. Throughout the fourth chapter the authors used acts of persuasion to 
pointedly disregard or negate aspects of mTBI that they did not agree with and opted 
to place them in unfavourable terms. The authors of the report also engaged in 
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othering, creating a ‘us’ and ‘them’ positioning persuading readers of the report to 
align their views with the superior view of the experts (the authors of the MTBI final 
project team report). Still seeking to garner a deeper level of understanding of mild 
traumatic brain injury in the British military, the researcher shifted the focus of the 
thesis from official texts to embark on a study on public perceptions of the injury. 
The critical realist position accorded the researcher the scope to combine the social 
interactions with a version of reality. Using latent thematic analysis the researcher 
was able to locate the themes within the ideology of the critical realist framework to 
observe that the public perceived mTBI to be having various symptoms and that the 
injury was highly individualized, manifesting differently for each person. It was also 
classified as an occupational hazard that should be cared for by the government. 
Study four shifted the focus from a public view to an individual view, using a 
phenomenological approach: IPA to look at the lived experiences of the injury. This 
accorded the researcher the opportunity to explore in depth the individual lived 
experience as opposed to a group’s lived experience. The former serviceman with 
mTBI shifted in the realities he experiences post injury from being separated from 
the military, to not being able to remember and feeling old. The key shift in his 
realties lay in the changed status of his relationship with the military as well as his 
observations of his experiences of the injury; as opposed to his perceptions of it pre-
injury. 
 
7.5        Methodological Problems 
 
Besides the ‘realities’ harnessed in representations of mTBI by the social 
groups explored, the researcher acknowledged the methodological biases of the four 
empirical studies. For the first two studies, the researcher used a singular dataset. 
Most would caution against looking at a singular account to base the analysis. 
However the document analyzed was a final project report which based its findings 
on research in the area and located its constructions within these reports. As such it 
drew on other social structures at play when constricting mTBI.  In addition to this, 
there were annex documents of past research in the area which were included in the 
final project team report which thereby strengthened the views constructed in the 
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report. Also, there were difficulties encountered in obtaining additional reports on 
mTBI in the British military as there were no British equivalents to the American 
army magazine reports on the injury. Besides using official tests to explore the final 
project team members’ constructions the researcher could have chosen to interview 
authors on the final project report team panel to get a sense of what they make of the 
injury. Moreover, the researcher could have interviewed the clinicians who 
diagnosed or worked with service personnel who have mTBI at Headley Court 
Military Hospital to get a sense of what mTBI meant to them. Alternatively the 
researcher could have interviewed both the authors of the project report as well as the 
clinicians at Headley Court Military Hospital to explore what mTBI meant to those 
in charge of making decisions of diagnosis and treatment. Such interviews would not 
only be more recent than the final project report in their constructions, in the face of 
new information they might perhaps have served to realign or discredit some of the 
constructions in the earlier report.  
The third study encountered a different type of bias from the first two studies 
as it was administered online and offline. In the age of information technology, the 
internet is a major mode of communication and interaction and provides a platform 
for the individual to shine. Chat rooms, blogs and social networking sites connect 
people, services and information across the globe. As such, to get support or 
information on illnesses for example, one can simply go online and access 
information on support groups, hospital websites and forums online (Davison, 
Pennebaker & Dickerson, 2000). As information is readily available and not limited 
to the elite, more people are empowered to construct their own version of realities 
(Parker, 1996). Therefore using the data of participants who took part in the third 
study online could possibly result in those participants expressing the views of 
articles they had read or images they had seen on television/ internet. This was not 
necessarily a bias as the critical realist position in chapter six looked at how people 
made sense of a phenomenon using an interaction of their own beliefs, social 
interaction and the action that contributed to those beliefs. Being able to access 
information from the internet enabled people to be more informed of the injury and 
its consequences. While the third study’s bias lay with the method of data collection, 
the fourth study’s bias was the result of an idiographic study on the experiences of a 
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serviceman with the injury. While IPA enabled the researcher to explore the 
individual’s lived experience, it would have been useful to conduct focus groups with 
current or former serviceman discussing coping post injury. There were difficulties 
encountered in obtaining participants for this study due to participants moving and 
not updating their information with agencies dealing with brain injury such as 
Headway and Headley Court Military Hospital. As such, though the fourth study 
only explored a former serviceman’s perspective, the use of IPA allowed for in depth 
analysis of the participant’s perspectives of the injury. The findings from the analysis 
were not however, generalizable to other individuals with mTBI as each mTBI has 
unique characteristics depending on where the injury is located and the impact of the 
injury.    
 
7.6        Conclusion 
 
The empirical chapters in the thesis enabled the researcher to explore how 
mTBI is perceived in official, public and individual domains. All the empirical 
chapters work up a sense of uncertainty about the injury in terms of diagnosis and 
treatment. In the official texts the diagnosis and treatment are constructed as 
problematic only to be realigned to not being a problem anymore due to the care 
plans in place. In the same text, the injury is constructed as inconsequential and 
symptoms and consequences of the injury that do not fit in with this (such as being 
symptom free after three months with no long term effects of the injury) are 
discredited and marginalised. In the public domain, the injury is perceived as having 
different shades where the symptoms are varied with short and long term effects 
while others perceive the injury to have no effect on functioning and a result of being 
in the British military. The public in the study perceived the onus of providing 
adequate health for veterans to be that of the government’s. In the individual domain, 
the former serviceman with mTBI, Adam, tended to view mTBI in terms of how it 
redefined his relationship with the military. He identified challenges he faced in 
getting proper recognition or support for his injury. However, Adam’s experience 
with the injury shifts from negative to positive when he describes it as an adventure 
that he is coming to terms with everyday. 
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